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CANCER OF THE RECTUM AND SIGMOID 


BY E. PARKER HAYDEN, M.D.t 


HE basis of this paper is a series of eighty- 

one cases of cancer of the rectum and sig- 
moid which have come under my care in pri- 
vate practice, or on which I have operated at 
the Massachusetts General Hospital, in the past 
nine years (table 1). Of the cases seen in private 
practice, fourteen had radical operations else- 
where, either before or after coming under my 
observation. Eleven of these are dead. Three 
are living for periods of eight years, two 
years, and three months after operation. 


TABLE 1 
CANCER OF RECTUM AND SIGMOID 
81 Cases 
Radical excisions 51 
Local excisions 3 
Palliative operations 10 
No operation 3 
Operated elsewhere 14 
Total 81 


Of the remaining patients, sixty-seven in 
number, three advanced cases did not come to 
surgery. I operated upon sixty-four cases, as 
enumerated in the accompanying tables. Of 
these, three showed an extremely early malig- 
nant degeneration of an adenomatous polyp and 
were treated only by local removal of the polyp 
for individual reasons outlined below under the 
subheading of ‘‘ Early Cancer in Polyps.’’ 


There remain sixty-one cases, of which fifty- 
one were subjected to radical removal of the 
growth and gland-bearing areas, according to 
one of the several accepted procedures, and ten 
cases were explored and found to be inoperable. 
Thus, out of sixty-seven cases, the growth was 
removed in fifty-four, giving an apparent oper- 
ability rate of eighty per cent. This figure, how- 
ever, is not quite a true expression of the facts, 
because those patients operated upon at the 
Massachusetts General had been selected from 
an indefinite larger group as being suitable for 
operation. It is safe to say, however, that sixty- 
five per cent to seventy per cent would repre- 
sent approximately the true operability rate. 

The total operative mortality was 15.4 per 
cent, which coincides closely with figures re- 
ported by several other writers in connection 

tHayden, E. Parker—Assistant Surgeon, Massachusetts Gen- 
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with the same percentage of operability. A nar- 
rower selection of cases, excluding those in the 
older age group, and excluding the more ad- 
vanced cases, would lower the operative mor- 
tality rate, but would offer relief from pain and 
a possibility of cure to a smaller number of 
sufferers from the disease. 

A glance at table 4 will show that several 
cases died in from four to eight months after 
operation, In these patients the disease reeurred 
rapidly, perirectal involvement being present 
at operation, and in three eases there had been 
a perforaticn with small abscess at the time of 
operation. I am sure that, in these instances, 
the remaining months, though few, were spent 
more comfortably, with the growth removed, 
than would have been the ease otherwise. Also, 
in table 5, one sees that of the eight patients 
who died in the hospital, six were over sixty-five 
vears of age. One had a very extensive growth 
involving both ileum and uterus, and two others 
had perirectal involvement. The odds were 
rather against these people, though a two-stage 
procedure, in several cases, might have made a 
difference. One cannot compare mortality based 
on a high operability rate with mortality in a 
carefully selected group of cases, unless due 
allowance is made for all factors concerned. A 
summary of some comparative statistics on this 
point, from publications of other surgeons, may 
be found in a previous article’. 


CASES TOO ADVANCED FOR REMOVAL OF GROWTIL 


It is impossible in most instances to estimate 
accurately the operability of these tumors by 
any examination short of intra-abdominal ex- 
ploration. Thus it happens that one is often 
able to remove, apparently completely, a growth 
which on rectal examination had seemed very 
large and immovable; whereas, in another ease, 
a much smaller tumor may prove to have al- 
ready metastasized or invaded adjacent strue- 
tures to an extent that would preclude any at- 
tempt at removal. As shown in table 2, ten of 
the thirteen inoperable cases were explored, and 
colostomy performed in eight of these. The 
transverse colon was utilized in two cases, be- 
cause of extensive pelvic involvement making 
it impossible to bring out a loop of descending 
colon. In two other cases, because of the pa- 
tient’s situation at home, and the fact that im- 
mediate obstruction seemed unlikely, explora- 
tion without colostomy was done. To bring out 
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a loop of colon later on, under novocaine anes- 
thesia, in the event of obstruction developing, 
would have been a simple procedure. As a mat- 
ter of fact, one of these patients died without 
obstructing, and the other is still alive and 
as yet unobstructed. The ten cases explored 
were deemed inoperable on the basis of either 
extensive lateral pelvic wall involvement, in- 
vasion of bladder and ureters, metastasis to 
mesocolic nodes above the origin of the left colic 


TABLE 2 
INOPERABLE GROUP 
13 Cases 
Left colostomy 
Transverse colostomy 


Exploration only 
No operation 


= | 
w 


Total 


Operative mortality 0 
Died 24 hours to 1 yr. 4 mos. later 11 
Still alive 2 


Total 13 


artery, extensive liver involvement, or a com- 
bination of these conditions. One woman had 
an independent carcinoma of the cecum also. 
One or two small liver nodules, though meaning 
eventual death, need not be a contraindication 
to palliative radical resection. A striking ex- 
ample of the truth of this point was brought to 
my attention by Dr. D. F. Jones, who related 
the story of a patient on whom he had performed 
an abdominoperineal resection in the presence 
of several small but definite liver metastases. 
Four and a half years later the man came to his 
office, having only recently been obliged to give 
up the work which he had been doing steadily 
since his postoperative recovery. His liver al- 
most filled the abdomen, and death occurred 
shortly thereafter. 


RADICAL OPERATIONS 


In this group of fifty-two patients, six dif- 
ferent operations were employed. The first 
ten cases were done in two stages. Since then, 
with increasing experience, the tendency has 
been to do more single-stage operations. An 
analysis of the various types of operations used 
is set forth in table 3. This table includes, 
besides the fifty-one cases of cancer, one case 
of large benign adenoma in which a radical oper- 
ation was done. The rationale of this procedure 
in the one benign case will be discussed later. 

Of the six different operations employed in 
this series, abdominoperineal resection. in one 
or two stages, was used in forty-one of the fifty- 
two cases—about eighty per cent. There are 
several two-stage abdominoperineal operations, 
all of which have certain advantages and disad- 
vantages, but I have used only the Jones’ opera- 


tion in the eleven eases listed in table 3. The 
one-stage procedures were performed according 
to the technique of Miles’, the perineal part of 
the operation being carried out with the pa- 
tient in right Sims’ position. All one-stage 
cases were transfused at the end of the opera- 
tion, in order to give them an extra boost, and 
to minimize the shock which sometimes results 


TABLE 3 
RADICAL OPERATIONS 
52 Cases 
(Including One Benign Adenoma) 
Type No. Died 
of Cases. in 
Operation Hospital 
Abdominoperineal one-stage 30 BY 
Abdominoperineal two-stage 
(Jones ) 11 1 
Colostomy and posterior 
resection 3 0 
Anterior resection 4 2 
Mikulicz resection 2 0 
Resection with end-to-end 
anastomosis 2 0 
Total 52 S (15.4%) 
Results (in brief) 
Died in hospital 8 
Died 4 mos. to 5 yrs. 10 mos. 
later 
Alive for varying periods 
up to 5 yrs. 6 mos. 24 
Total 52 


from this extensive procedure. The colostomy 
was established through a short left lateral ree- 
tus incision in most cases, and the long para- 
median incision closed without drainage. In 
some instances, however, with a short mesentery, 
it is easier to bring the bowel out through the 
median incision because of the median attach- 
ment of the mesentery. 


I have usually sutured the colon to the left 
parietal peritoneum so as to obliterate the aper- 
ture lateral to the colostomy. The small bowel 
may otherwise herniate and become obstructed‘. 
In several instances, also, I have sutured the 
internal openings of inguinal herniae from 
within the peritoneal cavity, without, of course, 
making any muscle or fascia repair. 

A simple colostomy, with posterior resection 
at a later date, is probably the safest operation 
for rectal cancer one can do, but it is not pos- 
sible to carry out posteriorly as complete and 
careful a removal of pelvic mesocolon and other 
gland-bearing areas in the pelvis as can be done 
in an abdominoperineal operation. However, 
posterior resection, for low growths in poor risk 
patients, is a good operation. 

Anterior resection, with inversion of the ree- 
tal stump, and end colostomy, is the operation 
of choice when the tumor is high enough to 
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permit dissection well below it, but not high 
enough to allow a resection with direct suture, 
or a Mikulicz procedure. The rectal stump 
should be !eft within the peritoneal cavity, not 
- behind it, lest retroperitoneal sepsis occur. This 
remaining lower segment, usually about three 
inches in length, can be excised posteriorly later 
if the margin of safety below the tumer has been 
such as to make it seem wise. 


Coeristent Pathology. 


It has always seemed wise to resist the temp- 
tation to remove an appendix which often pre- 
sents itself in the field of operation and some- 
times actually impedes the packing upward of 
the cecum and small bowel. In one ease a large 
Meckel’s diverticulum, adherent in the pelvis, 
was freed but not removed. The added time 
required for removal, and the added risk of 
infection, in an operation already extensive, are 
good reasons for deciding against removal of 
either of these appendages. 

I am sure no one would ever consider favor- 
ably the extirpation of a gallbladder filled with 
stones in conjunction with a pelvic operation of 
this magnitude. In several cases in this series 
marked cholelithiasis did exist, apparently with- 
out symptoms before or since the resection. 

In females, prior to their menopause, it is 
probably wise always to cut and tie the tubes, 
but I have never seen any reason for removing 
the ovaries, unless cystic or adherent to the tu- 
mor. The uterus, retroverted, makes a firm sup- 
port to which the lateral pelvie peritoneal flaps 
ean be sutured in the construction of a new 
pelvic floor. None of my patients in whom this 
was done have complained later of any symp- 
toms, such as backache, which is sometimes at- 
tributed to retroversion but is usually due to 
other causes. 

In two instances, where the uterus was firmly 
adherent to the tumor, I have done a hysteree- 
tomy, removing the uterus and tumor en masse. 
This will seldom be necessary, however. Enu- 
eleation of two or three small subserous fibroids 
was done on one occasion without prolonging the 
operation appreciably. 

A most striking case, with respect to coexist- 
ent pathology, was that of a man of fifty-three 
who had had severe nightly attacks of asthma 
for nineteen years, glycosuria bordering on a 
true diabetes, an old syphilis apparently ade- 
quately treated, and exophthalmie goiter of 
over a year’s duration, with metabolism up to 
plus forty. After ten days on Lugol’s solution 
with very little effect, a subtotal right hemi- 
thyroidectomy was done. Difficulty with anes- 
thesia and high pulse rate made it seem wise 
not to touch the left lobe. This operation 
brought the metabolism down to plus eleven, 
and the attacks of asthma ceased. Two weeks 
later a one-stage abdominoperineal resection 
was done without difficulty, and the convales- 


cence was normal. There was no return of the 
asthma until a month after the last operation, 
but the attacks have gradually increased since 
then. This patient has resumed his work as edi- 
tor on the staff of a daily paper for some months 
now, working full time, and with no recurrence 
of either hyperthyroidism or cancer as yet. 
The attacks of asthma, however, have become 
about as severe and frequent as formerly. 

In the preliminary search of the abdomen for 
metastases, prior to embarking on the actual re- 
section, one should palpate carefully the whole 
colon for other independent carcinomas or 
polyps. If a second cancer is present, it must, 
of course, either be dealt with at the time, or 
perhaps more safely at a second operation not 
too distant. One case in this series did have 
an independent cancer in the cecum, as previ- 
ously stated, but was inoperable from the stand- 
point of the rectosigmoid growth. The cecal 
tumor was only three or four centimeters in 
diameter and could have been resected easily 
under other circumstances. It is desirable, also, 
to know of the existence of simple polyps be- 
cause of their tendency to become malignant at 
a future time. I have recently been shown a 
case, operated by a one-stage resection, with end 
colostomy, in which a good-sized, and unsus- 
pected, polyp prolapsed from the colostomy sev- 
eral days after the resection. It was a simple 
matter for the surgeon to remove it without 
anesthesia of any sort. 


Points in Technique. 

Abdominoperineal resection can be done with 
equal ease through a left or a right paramedian 
incision which should extend just above the um- 
bilicus to give adequate exposure. <A high 
Trendelenburg position is a great help if it does 
not hamper the patient’s respirations. Spinal 
anesthesia gives perfect relaxation, but there is 
always the uncertainty as to its duration, and 
for this reason I have used ether in most eases. 
Large square pads are most useful in securing 
a good walling off of all the intestines except 
the lower descending colon and sigmoid. A 
Balfour self-retaining retractor with deep supra- 
pubic blade facilitates the operation by freeing 
the assistants’ hands for other purposes. The 
deep blade will retract bladder or uterus. 

Since it is very necessary to have adequate 
peritoneum for the construction of a new pel- 
vie floor after the abdominal dissection is fin- 
ished, it is essential to estimate the possibilities 
in this respect before starting to construct lat- 
eral peritoneal flaps from the mesosigmoid. If 
the uterus is to be used in closure, the flaps need 
not be so long. Also, if the back of the blad- 
der is free from any question of tumor involve. 
ment, a surprisingly good peritoneal flap can 
be constructed from this region in the male and 
drawn backward to join the lateral flaps. 
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Eleven inch, blunt pointed, straight and 
curved scissors are most useful instruments in 
the deep pelvie dissection necessary. In addi- 
tion to their convenience for deep cutting, they 
are even more useful as a dissecting tool when 
closed. Planes of cleavage posteriorly and 
anteriorly can be readily developed down to the 
coecyx behind and to the prostate or below the 
cervix in front. Laterally, the rectal stalks must 
be cut, but this can be done without much bleed- 
ing and often without the necessity of any tying. 
The lower these stalks are divided, the easier 
the perineal part of the operation will be. In 
cutting these lateral supports, great care must 
be taken not to cut the ureters close to the blad- 
der. There should be no difficulty in visualiz- 
ing them above this point, and the dissection 
should then progress downward with the two 
ureters as the lateral boundaries. 


After ligation of the superior hemorrhoidal 
artery and vein just below the origin of the left 
colic, and ligation of the sigmoidal artery and 
the sigmoidal branches of the left colic, the meso- 
colon is divided up to the bowel wall, if the op- 
eration is to be completed in one stage. I have 
found the quickest method of dividing the bowel 
to be as follows: rubber covered or wire clamps 
are applied to the bowel six inches apart, above 
and below the point of resection. Then two 
heavy silk threads are tied tightly around the 
bowel three-quarters of an inch apart, the bowel 
severed with a cautery between the ties, and the 
puckered mucous membrane of the two ends 
well cauterized. A four inch square of rubber 
dam is then placed over each end and tied 
around with another heavy silk tie. I have had 
no trouble from using this method, and it elim- 
inates the suturing necessary when the bowel 
is severed between crushing clamps. The ends, 
protected by rubber, can be handled freely. 

Use of the right Sims’ position in the perineal 
part of the operation, for a right-handed oper- 
ator, affords definite advantages. After clo- 
sure of the anus, an incision is made encircling 
the anus and extending up to the leve! of. but 
lateral to, the coceyx, and the coceyx is disar- 
ticulated. There is always to be found a firm 
attachment of the levators and coccygei to the 
presacral fascia just above this point. A sweep 
of the scalpel laterally just under and anterior 
to the sacrum will divide this attachment and 
admit the index finger to the cavity developed 
during the abdominal part of the procedure. 
It is then very easy to sweep the index finger 
around laterally between rectum and levators 
on each side and cut the levators with scissors 
while the finger as a guide shields the bowel from 
harm. If the rubber covered distal end of gut 
has been carried down behind the rectum from 
above, it can be easily felt and hooked out with 
the finger and all of the previously freed sig- 
moid and rectum delivered outside as a long 


handle on which traction is exerted with the 
left hand as the dissection is continued from 
abcve downward in the now easily visible 
plane of cleavage between prostate and rectum 
or posterior vaginal wal! and rectum, and the 
Specimen removed. 

After tying the necessary bleeders, and re- 
dueing ooze to a minimum, the large cavity is 
drained by a rather lightly packed gauze roll 
inside of a sheet of rubber dam, brought out 
anteriorly in the perineal incision, and the 
wound sutured. 


Postoperative Course. 


I have usually removed the gauze on the 
third or fourth day and the rubber a day or 
two later. The colostomy is opened after twen- 
ty-four or forty-eight hours, or if there has been 
any obstruction, it is opened at the close of the 
operation. A vent for gas is thus obtained, but 
irrigation of the bowel is probably best delayed 
until the third or fourth day. The posterior 
wound is irrigated with saline as necessary. 


A catheter is inserted in the bladder before 
operation, kept in place for eight to ten days, 
and after removal is reinserted at eight hour 
intervals for several days or longer according 
to the amount of residual. Some degree of 
bladder sepsis is difficult to avoid. 


If no complheations ensue, the patient can 
start getting up in two weeks and is ready to 
go home in from three to five weeks after oper- 
ation. 


Results. 


Accurate details on end results are set forth 
in tables 4, 5 and 6. In table 4 are tabulated 
the people who have died since leaving the hos- 
pital. Twelve of the twenty had either peri- 
rectal glandular metastases or perforation of the 
bowel, or both, at the time of operation, and in 
four others we did not have definite data on 
this point. It is therefore not surprising that 
nine cases died in less than a year after dis- 
charge from the hospital. On the other hand, 
eleven lived over a year, one for five years and 
ten months, and another, with extensive re- 
cvional metastases at time of operation, lived 
three and a half years and worked during most 
of that time. Most of the more malignant tu- 
mors also occurred in this group (table 4). 


In table 5 are listed the cases that died in the 
hospital. Pulmonary complications and intesti- 
nal obstruction accounted for. six of these 
deaths. One death (case 50) was due to perito- 
nitis from a small intestinal anastomosis leak, 
following an extensive resection in a very ad- 
vanced case with enterocolic fistula. The re- 
maining patient (case 22) died at the close 
of an easy second stage which had been delayed 
for twelve days because of a heart condition. 
We felt that spinal anesthesia contributed to 
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the death in this case but could not secure an 
autopsy. 

There are twenty-four patients living with- 
out definite evidence of disease, and in most 
cases free from any symptoms and in excellent 
health (table 6). Some of the later ones. of 
course, will recur. Three have survived for five 
years, two for four years, five for three years, 
three for two and a half years, and four others 
over a year. Seven were operated upon within 
the past year. It is significant that of the ten 
eases alive and well for three years or more 
none had regional metastases. Also, in these 
twenty-four cases, there were only four in which 
the tumor was graded as highly malignant. 


SINGLE AND MULTIPLE ADENOMAS 


There is abundant evidence to establish be- 
yond doubt the importance of adenomas of the 
colon and rectum as precancerous lesions. That 
they are capable of producing bleeding. while 
still benign, is also certain. And so, for both 
of these reasons, it is desirable to remove them 
when possible. 


Adenomas Beyond Reach of the Proctoscope. 


In the investigation of a source of bleeding 
from the bowel, one must always consider the 
possibility of polyp or cancer higher up when 
proctoscopy fails to reveal either condition in 
rectum or sigmoid. If a barium enema shows 
no cancer, and a contrast enema fails to demon- 
strate any polyps, and if internal hemorrhoids 
and other sources of bleeding have been ex- 
eluded, there arises a real problem in trying 
to decide whether to adopt a policy of watch- 
ful waiting or to explore the abdomen. This 
decision must be based on the likelihood of the 
patient having cancer. If the general condi- 
tion and history suggest this possibility quite 
strongly, exploration should certainly be ad- 
vised. If, on the other hand, malignancy seems 
unlikely, it is better, in general, to delay oper- 
ation because of the rather slim chance of being 
able to palpate a small polyp if present. Then, 
too, if a polyp should be felt through the wall 
of the colon, it need not necessarily be the source 
of bleeding, and there might be other polyps 
present. To open the colon, excise a polyp lo- 
eally, and resuture the bowel is a procedure 
which, of course, opens up the possibility of 
peritonitis. This risk is justifiable only in se- 
lected cases. 


Adenomas Visible Through the Proctoscope. 

A much simpler problem is presented in the 
definite localization of polyps by direct vision. 
Their removal, however, must depend on several 
considerations. 

In the case of multiple polyposis, as deter- 
mined by proctoscopy, the condition is likely to 
involve most if not all of the colon. The pos- 


sibility of malignant degeneration, through sheer 
foree of numbers, is high. Total colectomy, 
though not without risk, and though involving 
the establishment of a preliminary and perma- 
nent ileostomy, is still the only method of cure. 
Cancer is almost sure to develop in such a colon 
if the individual lives long enough. 

When one or two or three polyps only are 
seen, their removal becomes relatively simple. 
Under these circumstances, however, two impor- 
tant questions arise. (1) Is the polyp, in fact, 
still benign? (2) If benign, is it of such size, 
shape, and location that it can be removed with 
safety through a proctoscope, or by use of re- 
tractors to secure an adequate exposure? A 
pedunculated polyp may be just becoming 
malignant, and a biopsy may or may not hap- 
pen to catch the area of degeneration. Usually 
a polyp with definite, small, soft pedicle can 
be considered benign and may be removed in 
one of several ways. (1) <A tie may be placed 
around the pedicle for hemostasis and the polyp 
then cut off distally, or allowed to slough off 
later on. (2) The pedicle may be coagulated 
by cautery or diathermy with or without im- 
mediate removal of the polyp. (3) The polyp, 
if more sessile, can be removed with excision 
of a surrounding area of normal mucous mem- 
brane and suture of the mucosal defect. This 
type of polyp is rather more likely to show 
early malignant change, and therefore a removal 
with area of normal mucosa is a safer procedure 
in case the subsequent pathological examination 
should show cancer. 


Early Cancer in Polyps. 


I now have under observation a man of fifty- 
six in whom this type of removal of a one and 
one-half centimeter polyp low in the rectum was 
performed one and one-half years ago. The sit- 
uation was made clear to him after the path- 
ological report was returned, and he elected, 
with my approval, to remain under observation 
rather than to undergo a resection of the ree- 
tum at that time. There has been no recurrence 
as yet, either locally or otherwise. 

A woman of sixty-two with coronary disease 
had a single adenoma easily accessible on the 
posterior wall of the rectum. <A biopsy from 
several areas was reported as ‘‘mucous polyp’’. 
The lesion had a narrow, ribbon-like pedicle 
and was removed with an area of normal mu- 
cosa, and suture of the defect. This polyp 
measured two and one-half by two by one and 
one-half centimeters in size and was subsequent- 
ly determined to be a malignant adenoma. This 
patient died a year or so later of intra-abdom- 
inal metastasis without local recurrence. Radi- 
cal operation was not considered advisable be- 
eause of her cardiae situation and poor general 
condition. 


Any type of local removal is not without risk 
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if the polyp is located above the peritoneal re- 
flexion in the upper rectum. I have known of 
one case in which an attempt to remove such 
a polyp resulted in a perforation of the bowel, 
which was observed, and immediate laparotomy 
performed. Death resulted from peritonitis. 
About one and a half years ago a patient of 
my own, aged sixty, with a history of intermit- 
tent bleeding, showed a raspberry sized pedun- 
culated polyp at the end of a ten inch procto- 
scope. Biopsy showed no malignancy, but 
when repeated four months later, the report 
was ‘‘malignant adenoma’’. I could see no 
change in the gross appearance of the polyp. 
Laparotomy was performed, the polyp easily 
palpated and found to lie about four inches 
above the peritoneal reflexion. It felt soft and 
freely movable. Its location was such that a 
Mikuliez resection would not have been possi- 
ble. Resection with end-to-end suture could 
have beon done with difficulty, but this would 
have heen the least safe of any of the possible 
proce iures. <A tube resection would likewise 
have been risky. Any other operation would 
have included permanent colostomy. I there- 
fore decided, in view of the known pedunceulated 
nature of the polyp, to do a local excision. Rub- 
ber clamps were applied to the sigmoid above 
and below the polyp, and an inch long incision 
was made on the anterior wall of the bowel. 
The polyp, which was attached on the mesen- 
teric side of the bowel, was easily delivered into 
the incision in the bowel and was excised with 
a border of mucosa and the defect sutured. 
The bowel incision was then carefully sewed 
and the abdomen closed without drainage. The 
polyp measured one and one-half by one and 
two-tenths by one centimeter in size. This pa- 
tient is now free of symptoms a year later and 
will probably remain so. In her case, consid- 
ering all factors, a local removal of this polyp, 
just becoming malignant, seemed justifiable. As 
a general principle, however, radical operation 
should be applied to even the smallest cancers. 


Radical Operation for a Large Villous Adenoma. 


Several months ago a man of fifty-two pre- 
sented the largest benign adenoma of the rec- 
tum I have ever seen. It was attached to the 
anterior and lateral walls of the rectum, over 
the bladder, and had a broad base. The tumor 
measured six and one-half by six and one-half 
by three and one-half centimeters in size, and 
the attachment to the bowel was three and one- 
half centimeters in diameter. Biopsies on three 
occasions were returned as negative for malig- 
nancy. Despite this fact, it seemed best to ad- 
vise radical removal for two reasons. (1) The 
center of the area of attachment might well be 
malignant and in any event there was great like- 
lihood of this large tumor soon becoming ma- 
lignant. (2) Local removal was unsafe and 
almost impossible because of its location 


against the bladder and because of the diameter 
of the base of the tumor. Knowing all the facts, 
then, the patient acquiesced, and a single-stage 
abdominoperineal excision was performed. Sub- 
sequent examination of the area of attachment 
of the tumor still failed to reveal any area of 
malignant change. Knowledge of this fact was 
received by the patient with a great fecling of 
relief rather than with any feeling that per- 
haps a less radical procedure should have been 
earried out. This is the only instance in which I 
have performed a radical operation for a be- 
nign adenoma (fig. 1). 


FIG. 1. 
BENIGN ADENOMA. 


6% x 6% x 3% em. in size, with short, broad pedicle 3% cm. 
in diameter. Lower border 5 cm. above anus. 


UNUSUAL TYPES OF EXTENSION AND METASTASIS 


Perirectal Adenocarcinoma. 


I have had two eases in which the carcinoma, 
though it must have originated from the depths 
of a mucosal gland, possibly from a small diver- 
ticulum, nevertheless had extended entirely peri- 
rectally, producing, in each case, a stenosis in 
the rectosigmoid region with only normal mu- 
cous membrane visible by proctoscope. There 
had been no bleeding in either. Definite diag- 
nosis, in each case, was made by intra-abdominal 
biopsy and frozen section. In one case resec- 
tion was not feasible because of a firm collar 
of tumor around the bowel and involving the 
bladder. In the other case, number thirty-five 
in the series, the growth was higher, and resec- 
tion was earried out. In fig. 2 the point of 
biopsy can be seen, lateral to the bowel and 
above the peritoneal reflexion. With the speci- 
men opened up (fig. 3) the tumor encircling 
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the bowel and the normal mucosa can be seen. 
This was a grade three colloid cancer, and the 
patient died in six months of extensive intra- 
abdominal recurrence. It should be said. also, 
that the possibility of these two tumors being 


FIG, 2. 
PERIRECTAL ADENOCARCINOMA (Case 35). 
A.—Biopsy lateral to the bowel made the diagnosis. 
3.—Peritoneal reflexion. 


C.—Anal outiet. 


metastatic was definitely eliminated by careful 
exploration at operation. 


Distant Bone Metastases. 


It is quite unusual for tumors of the colon 
and rectum to metastasize to the skeletal sys- 
tem, though a few eases have been reported. 
Metastatic adenocarcinoma in the bones orig- 
inates, in most cases, from a tumor primary in 
either the breast or the prostate. It is therefore 
of interest that, in case twenty-four of this series, 
metastases occurred in the left clavicle. left hu- 
merus, spine, and ribs. Visible and painful 
nodules over the left sternoclavicular joint and 
over one of the left lower ribs made evident 
the site of two of the areas, and the others were 
demonstrated by x-ray. 


CONCLUSIONS 


A series of personal cases of cancer of the 
rectum and sigmoid has been presented in some 


detail, with points on operative technique. and 
an analysis and tabulation of end results in 
those cases subjected to radical operation. 

The apparent cures consist largely of the 
cases with no perirectal involvement at time 


FIG. 3. 
PERIRECTAL ADENOCARCINOMA (Case 35). 

This tumor presumably originated from the depths of a mucous 
gland, or possibly from a diverticulum, and extended entirely 
perirectally. Normal mucous membrane throughout. 

A.—tThe growth. 

bB.—-Anal cutlet. 


of operation, and cases in which the tumor was 
eraded as a malignant adenoma or adenocarei- 
noma, grade two. The group of cases, dying 
later of recurrence, were more highly malignant, 
in general, and many had regional metastases 
at time of operation. On the other hand, there 
were enough conspicuous examples in which the 
reverse was true, to Sugeest the wisdom of a 
liberal standard of operability. 

The problem of diagnosis and treatment of 
benign adenomas is also discussed. 
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CALCIFICATION IN THE ANNULUS FIBROSUS 
OF THE MITRAL VALVE 


BY JOSEPIL 


OENTGENOLOGISTS have for years been 
interested in the problems of heart disease 
but recently this interest has been renewed and 
extended. The primary diagnosis of heart dis- 
ease has for the most part remained in the hands 
of the internist, but the roentgenologist has been 
of aid to the clinician in determining heart size, 
and he has also given objective evidence of car- 
diae function or dysfunction; with the aid of 
the fluoroscope he has been able to demonstrate 
abnormalities in rhythm. These aids to the ear- 
diologist and internist have been dependent upon 
a study of the cardiae contour and upon ex- 
amination of the lung fields for evidence of de- 
compensation; little or no attention has been 
paid to the possible demonstration of the heart 
valves or other intracardiae structures, although 
the pathologist has known for years that eal- 
cification might occur in the valve leaflets in 
the late stages of rheumatic heart disease and 
in other parts of the heart in certain degenera- 
tive processes. 

In 1921 Klason’ reported the first proved case 
of intracardiac calcification which had been 
demonstrated antemortem by x-ray. Since that 
time, and especially since the report of Saul 
in 1932°, several groups of roentgenologists have 
become interested in the inner structure of the 
heart and a number of reports of antemortem 
demonstration of intracardiac calcification have 
appeared in the European and American litera- 
ture. Surprisingly enough, as Sosman = and 
Wosika® have pointed out, the areas of calei- 
fication can be visualized with the same conven- 
tional model of fluoroscope which has been in 
use for twenty years, the only necessary added 
factors being that the examiner make a care- 
ful search of the deeper parts of the heart 
through a small aperture and with the eyes 
fully accommodated. For a clear cut film ree- 
ord of such calcification in the living subject it 
is of course necessary to have the newer fast 
screens and fast films, a fine focus tube and a 
machine which is capable of delivering relative- 
ly high milliiamperage for short exposures. 

Calcification has now been demonstrated in 
the living subject in the pericardium and in 
the coronary arteries, in mural infarcts, in the 
leaflets of the aortic and mitral valves, and in 
the annulus fibrosus of the mitral valve. No 
cases have been reported in which caleium was 
demonstrated in an intracardiae tumor during 
life, but there is obviously no reason why such 
a demonstration cannot be made. 

*Marks, Joseph H.—-Roentgenologist, Truesdale Hospital, 


River, Mass. For record and address o1 author “This 
Week's Issue,’ page 436, 


see 


. MARKS, M.D.” 


Up to the present time four cases have been 
reported in which calcification was demonstrated 
in the annulus fibrosus during life and subse- 
quently proved by autopsy. One of these was 
reported by Klason in 1921', one by Fleischner 
in 1925' and two by Saul in 1932%. The case 
to be reported here is the first proved case 
to appear in the American literature. 

M. C. Sosman of the Peter Bent Brigham 
Hospital has now made the diagnosis of intra- 
eardiae calcification in about 150 cases during 
life’ and he has reported proved cases in which 
the deposit of calcium was correctly localized 
antemortem in the valve leaflets? and in the 
coronary arteries®. Yater and Cornell’ have re- 
cently reported a series of forty-seven cases of 
complete heart block, nine of which showed cal- 
careous deposits involving the bundle of His, 
but in none of these was the calcium deposit 
demonstrated before death. Patients with heart 
block are therefore worthy of more careful study 
by the roentgenologist in the future. 


It is of interest that approximately one-third 
of the 150 cases seen by Sosman showed the 
calcification in the mitral annulus. Of the re- 
maining cases about one-half showed the eal- 
cium to be in the mitral valve leaflets and about 
one-half in the aortie leaflets, but a few have 
been seen in which the calcium was in the coro- 
nary arteries and a few others in which it was 
in the pericardium. The calcareous deposits 
which occur in the mitral annulus are found in 
patients past middle life, most of those reported 
being over sixty years of age, and the deposit 
is in all probability the result of a degenerative 
process. These cases do not give a history of 
rheumatic fever, their hearts are usually well 
within the limits of normal size and they do 
not show clinical evidence of cardiac valvular 
disease. On the other hand many of the cases 
showing calcium in the valve leaflets give cefi- 
nite histories of rheumatie fever and most have 
definite clinical evidence of valvular disease. 
The clinical history is therefore of real help 
in the differential diagnosis of these two main 
types of intracardiac calcification; further. help 
is found in the difference in character and posi- 
tion of the calcium deposits. The deposit in the 
annulus is usually a mass of rather fine granules 
without the appearance of any definite structure 
although actual bone may occasionally be dem- 
onstrated in the histological sections, as in the 
case to be reported here. The deposits in the 
valve leaflets usually suggest dense masses with- 
out the finely granular appearance. The total 
mass of the calcium in the annulus is usually 
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much larger than that found in the valve leaf- 
lets and is therefore more readily seen; It 18 
frequently sickle-shaped with the convexity 
downward and toward the left. If the calcifi- 
cation is within the valve leaflets the contour 
of the heart is of great aid in differentiating 
the mitral and aortic lesions. Other points of 
difference have been well brought out by Sos- 
man and Wosika‘’. 

Calcification within the coronary arteries 1S 
more difficult to demonstrate during life but 
that it can be shown has already been proved’. 
The postmortem films of the case reported here 
show an amount of calcium within the coro- 
naries which should be ample for antemortem 
visualization ; it was probably overlooked simply 
because the interest was focused on the more 
readily seen mass in the mitral annulus. 


CASE REPORT 


Mrs. M. P., housewife aged seventy-two years, was 
first seen by Dr. William Mason on June 1, 1934 with 
a complaint of shortness of breath. She was ad- 
mitted to the Truesdale Hospital on the same day. 

Her past and family histories were not remarka- 
ble. She had been married fifty-three years and 
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Seven foot film of the chest showing rather marked cardiac 
enlargement, heavy hilus shadows and fiuid at the right base. 


a 


had had one child who died shortly after birth; 
there were no miscarriages. Husband living and 
well. Father died at seventy-five of “heart trou- 
ble’; mother died suddenly at seventy-eight: two 
brothers living and well, aged sixty-three and sev- 
enty-four. There was no history of rheumatic fever. 

The history of her present illness is rather frag- 
mentary but apparently began about two years be- 
fore, when she was awakened suddenly one night 
with a severe choking sensation, cough and short- 
ness of breath; she spat up frothy sputum but no 


blood. She was in bed two weeks at that time. 
Since then she has suffered from shortness of breath 
on exertion, there has been occasional palpitation, 
and she has, sometimes, been troubled with a feel- 
ing of tightness in the anterior chest which has been 
relieved by belching. There was no definite history 
of edema. 

Physical examination showed a_ well-developed 
and well-nourished elderly woman who was orthop- 
neic. Mucous membranes were slightly cyanosed. 
There was a well-marked arcus senilis. Retinal 
vessels showed moderate caliber changes and slight 
nicking at the arteriovenous crossings. The chest 
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Fast film at 30 inches showing the U-shaped mass of calcium 
deep within the heart. : 


was barrel-shaped and the lungs were emphysemat- 
ous. The left border of the heart was in the an- 
terior axillary line, sounds of fair quality, rate 
about 100, rhythm regular; there was a short, apical, 
systolic murmur but no diastolic murmur. Radial 
vessels were thickened. Blood pressure 140/80. Liver 
edge was palpable about 7-8 cm. below the right 
costal margin. There was moderate pitting edema 
of the legs and over the sacrum. 

Roentgen examination on the day after admission 
showed rather marked cardiac enlargement both 
to the right and left with a small amount of free 
fluid at the right base. The lung markings around 
the hila were heavier than normal and the supra- 
cardiac vessels were moderately dilated. Fluoros- 
copy showed a regular heart beat of poor quality. 
Deep within the heart and just to the left of the 
spine there was a U-shaped area of calcification; 
this mass was visible in all positions but was most 
clearly seen when the patient was turned so that 
the right chest was slightly forward. The open 
end of the U-shaped mass was directed upward, 
inward and backward and its limbs appeared to 
approximate each other during systole of the heart. 
Calcification was also seen in the aortic arch and 
in the descending aorta just above the diaphragm. 
Roentgen diagnosis was arteriosclerosis with car- 
diac hypertrophy, cardiac decompensation and cal- 
cification in the annulus fibrosus of the mitral valve. 

Laboratory findings were as follows: RBC 4,130.- 
000; hemoglobin 80 per cent by Tallqvist: WBC 
6,400 with 86 per cent polymorphonuclears; NPN 26 
mgm.; blood sugar 80 mgm.; Kahn negative; urine 
negative for albumin and _ sugar. 

Clinical diagnosis was arteriosclerotic heart dis- 
ease with congestive failure. She had not respond- 
ed well to digitalis or to the usual coronary dila- 
tors at home and had been brought to the hospital 
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for observation. She was quite comfortable in bed 
but died suddenly forty-four hours after admission. 
At autopsy there was about 900 cc. of clear fluid 
in the right pleural cavity and about 200 cc. in the 
left. There was also about 100 cc. of clear fluid in 
the pericardial cavity. Heart weighed 540 grams. 
Valve measurements were considered normal and 


Postmortem film showing the granular mass of calcium in the 
mitral annulus and also showing the calcification in the coronary 
arteries. 


were as follows: mitral 9.5 cm., aortic 8.0 cm., tri- 
cuspid 12.5 cm., pulmonary 8.0 cm. The left ven- 
tricular wail measured 17 mm. in thickness and the 
right measured 6 mm. The descending branch of 
the left coronary artery was completely occluded 
and there was an infarct which measured 5 cm. in 
diameter in the wall of the left ventricle. The ven- 
tricular wall in this area measured only 4 mm. in 
thickness and there was a fibrinous clot attached 
to it. Both coronary arteries were markedly cal- 


cified so that they were cut with difficulty and the 
lumen of the right was diminished in size. That 
portion of the annulus fibrosus which surrounded 
the mitral orifice was calcified except in its medial 
one-third. ‘This granular mass of calcium when 
viewed from above was of the shape of a crescent 
having an internal diameter of 3 cm. and a thick- 
ness of almost 1 cm. in its widest part. There 
was a small amount of calcium at the base of the 
aortic cusps and there was marked sclerosis and 
calcification of the entire aorta. Other findings out- 
side the chest included a small fibroid of the uterus 
and a single gall stone. Histological examination 
added little of interest except that a few areas of 
bone were demonstrated within the granular mass 
of calcification in the annulus. 


COMMENT 


The above report has been presented in order 
to record a proved case of calcification in the 
annulus fibrosus of the mitral valve which was 
correctly diagnosed by roentgen-ray during life. 
It should be recalled that the annulus fibrosus 
is a figure-of-eight structure which surrounds 
both the mitral and tricuspid orifices, but the 
degenerative process which leads to calcification 
has been noted only in that portion which sur- 
rounds the mitral orifice; this is perhaps re- 
lated to the greater amount of work done by 
the left side of the heart. 

It should be noted that these areas of calci- 
fication can be demonstrated with any fluoro- 
scope using five milliamperes of current at about 
88 kilovolts provided the examiner searches care- 


SSE 


Sketch and photomicrograph showing the mass of calcium 


extending into the wall of the heart from the base of the mitral 
valve leaflet. The auricular wall is shown above and the ven- 
tricular wall below. The spicules of bone fail to show in the 


| photomicrograph due to artefacts. 


| | 
| 
| 
| 
| 


414 CALCIFICATION IN THE ANNULUS FIBROSUS—MARKS 


N. E. J. OF M. 


FEB. 27, 1936 


fully the deeper parts of the heart through a 
small aperture and with his eves fully accommo- 
dated. It is well to begin at the auriculoventricu- 
lar groove on the left border and then gradual- 
ly move inward and downward at an angle of 
about forty-five degrees. If a mass of calcium 
is present, its characteristic dancing movement 
will be noted when the patient holds his breath. 
Once the mass is found, more accurate localiza- 
tion is made by gradually rotating the patient. 
Unless the heart rate is too rapid, the exercise 
of care and patience will be productive of good 
film records even though the more expensive, 
high speed equipment is not available. 

That intracardiac calcification may he diag- 
nosed during life and that this calcification may 
be correetly localized is of real interest to the 
cardiologist. Difficulty is frequently encoun- 
tered in establishing the diagnosis of aortic 
stenosis clinically, but a roentgen demonstra- 
tion of calcification in the aortic cusps dismisses 
all doubt. Likewise a demonstrable mass of ¢al- 


cium in the annulus would aid in establishing 
the prognosis in cases of complete heart block. 
The internist and cardiologist may thus expect 
more from the roentgenologist in the future 
than a mere statement as to the cardiac size and 
contour and the appearance of the lung’ fields. 
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AFFAIRS IN CONNECTICUT 

MepIcaL TESTIMONY AND DRUNKEN DRIVERS 
During January the medical profession in Connec- 
ticut received an unexpected broadside when Joseph 
F. Grogan, President of the Connecticut Police 
Chiefs Association, and Michael A. Connor, Com- 
missioner of Motor Vehicles, charged the physicians 
with conducting a racket in fixing drunken driving 
cases. The West Hartford Chief of Police stated 
that “the $50.00 which a doctor takes to pronounce 
a man in a borderline condition after the police 
physician has found him under the influence of 
liquor is just a racket”. Commissioner Connor add- 
ed, “Doctors must start practicing medicine and the 
lawyers must start practicing law instead of fixing 
cases.” 

These two gentlemen, in letters written by the 
President of the Hartford County Medical Associa- 
tion, were asked for specific instances of such al- 
leged practices. To date Chief Grogan has not re- 
plied and Commissioner Connor has very lamely 
stepped back a few paces saying he meant nothing 
but encouragement to our profession. The Hartford 
Courant has taken up the controversy and in an 
excellent editorial calls attention to the unsatistac- 
tory situation of providing expert medical testimony 
as it now exists in Connecticut. 

The Board of Directors of the Hartford County 
Medical Association, feeling that the situation de- 
manded concerted action by organized medicine, 
published the following statement in the Hartford 
press: 

“According to recent articles in the local press, 
physicians in Hartford are said to be making a 


‘racket’ of examining the so-called drunken driver. 
The board of directors of the Hartford County Med- 
ical Association feels that these accusations may be 
entirely unjustified and our board feels impelled to 
make a public statement concerning this situation. 

“The whole matter of expert testimony has been 
a source of great dissatisfaction to the medical pro- 
fession for many years. In many European coun- 
tries expert testimony is provided by the Court it- 
self, physicians and other experts being selected by 
the court, whereas in this country technical testi- 
mony is offered by each party to the controversy. 
This gives rise to the unfortunate spectacle of hired 
experts of opposing sides differing in their opinions 
for reasons which seem to the public to be other 
than honest differences of opinion. 

“The Connecticut State Medical Society is at the 
present time investigating the possibility of altering 
our current practices by having expert testimony 
provided by the Court itself, though not denying to 
either party the right to bring in its own experts. 

“We believe that no satisfactory solution of the 
present problem of the examination of so-called 
arunken drivers will be reached until medical exam- 
ination of such persons is made obligatory and the 
examination is made by a court-appointed and court- 
paid physician. Such a physician will then be tes- 
tifying ‘on behalf’ of neither prosecution nor defence 
but solely for the information of the court. 

“In this connection it must be remembered that 
at present any so-called drunken driver, if he so 
wishes, may refuse to submit to any medical exam- 
ination and it would seem that the law should be 
changed to make such examination obligatory. 

“We would call to the attention of the authorities 
the fact that our County Medical Association has 
duly constituted committees to handle matters of 
medical ethics which involve any of its members. 
We would suggest that the county association be 

(Continued on Page 424) 
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UROLOGIC ASPECTS OF VESICOVAGINAL FISTULA* 


BY WILLIAM 


SINGLE woman, aged forty-six years, entered 

the Peter Bent Brigham Hospital in June, 1928 
complaining of leakage of urine following a total 
hysterectomy which had been done a year before 
for fibroids. The note of operation on the fourth 
of June is as follows: 

“Since previous operation the patient has been 
seen on several occasions and it has become evi- 
dent that she is suffering from a vesicovaginal fis- 
tula as the cause of her incontinence of urine. The 
opening seems to be a very minute affair, high on 
the anterior vault of the vagina and very hard in- 
deed to see because of the absence of the uterus 
and a nulliparous condition of the parts. The blad- 
der was opened today through a mid-line supra- 
pubic incision and above the interureteral bar 
there was found a slightly depressed area, some- 
what puckered, at the level of the upper limit of 
the vagina, through which a fine probe could be 
passed. This sinus tract was surrounded by a cir- 
cular incision through which an attempt was made, 
by right angle dissection with scissors, to deliver 
the bladder free from the subjacent vagina. This 
was done in an only partially satisfactory manner 
on account of the scar beneath. The bladder mu- 
cous membrane was closed by two fine sutures of 
catgut and the bladder wall united in the usual way, 
a tube being left in the upper angle of the wound. 
With the patient in the lithotomy position, an at- 
tempt was tiien made to reach the sinus from the 
vaginal side and again although it was possible to 
free the tissues somewhat, entire relaxation was not 
obtained on account of scarring. One or two silk 
sutures were placed, however, in the hope that they 
would permit the vagina to heal separately from the 
bladder.” 

The wound of operation healed without event and 
the patient was discharged on the eighteenth post- 
operative day. She still had some difficulty in urin- 
ary control but whether this was due to relaxation 
of the sphincter or to persistence of the fistula it 
was impossible to determine, because extreme ten- 
derness of both urethra and vagina made examina- 
tion very difficult. 

About a month after discharge, the patient ap- 
peared for follow-up examination. Her incontinence 
had been much benefited by the op@ration but was 
still present in moderate degree, especially on cough- 
ing or sneezing. Cystoscopic examination showed 
in the area of operation a small granulating spot 
as evidence of failure to heal on the part of the 
bladder. In order to stimulate this, it was care- 
fully fulgurated by an electrode. Today the patient 
returns, reporting herself entirely dry and on in- 
vestigation there is absolutely no longer any evidence 
of lack of healing in the bladder floor. There is no 
cystitis and, although rarely the patient has slight 
urgency of urination, she is absolutely dry and 
very much pleased. 


The first deduction to be drawn from this 
case is that the failure to get primary heal- 
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ing was without doubt due to an_ insufficient 
operative mobilization of the tissues. This is 
in part to be ascribed to the density of the sear 
at the upper end of the vagina which followed 
the total hysterectomy. Because of the nullip- 
arous vagina with absent cervix a transvesical 
approach was proper but, on opening the blad- 
der, mobilization was not carried out extensively 
enough to allow approximation without tension. 
Hence healing was not quite perfect. Fortunate- 
ly stimulation by the fulgurating electrie cur- 
rent through a eystoscope was sufficient to bring 
this about. We may note further, therefore. 
that when the fistulous tract is very small, clo- 
sure can be accomplished by this means. 


A second case is that of a woman of thirty-six 
years who entered the Brigham Hospital on October 
28, 1929, complaining of incontinence of urine, 
a painful bladder, and during the past seven months, 
the occasional passage of gravel. 


Her first delivery was five years earlier by Cae- 
sarian section. Two subsequent pregnancies followed . 
at yearly intervals, at which high forceps were used. 
Her fourth delivery was somewhat over a year past 
and was followed by leakage of urine for which two 
operations had already been undertaken without suc- 
cess by the vaginal route. 

The note of operation, which was undertaken on 
the second of November, 1929, is as follows: 

“Owing to several misadventures, primarily asso- 
ciated with pregnancy (for the details of which see 
previous history) this patient now presents: (1) 
stones in the bladder; (2) a high vesicovaginal fis- 
tula; (3) an irregularly split and scarred uterine 
cervix, the exact canal of which it has been impos- 
sible to locate. Satisfactory cystoscopy has been 
impossible on account of the painful condition of 
the bladder, because of the stones, so that the 
exact relation of these pathological conditions to the 
ureteral orifices is not known. For this reason, as 
well as because of the high position of the fistula, 
it seems that it had best be approached by the su- 
perior route. 

“An incision was therefore made above the pubes, 
incising the scar of previous operation and opening 
the bladder. From the bladder were extracted two 
stones, after which there was found to be a definite 
deformity of its floor. An irregular band of tissue 
ran from the approximate region of the interureteral 
bar upward for a distance of about 1% cm. This 
was cut across and below it there was found to be 
the orifice of the fistula into the vagina. The right 
ureteral orifice was found below this but because of 
the chronic granulation tissue, probably caused by 
the stones, the left ureteral orifice could not be 
identified. The problem of separating the bladder 
from the vagina was then approached. The bladder 
was freed from the peritoneum over its vault, and 
from the anterior surface of the uterus. On reach- 
ing the region of the cervix, dense scar was found 
which could not be separated excepi by sharp dis- 
seetion. In order to reach this area, for further dis- 


section, better exposure was necessary so that the 
posterior wall of the bladder was incised in the mid- 
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line and this, together with the incision previously 
made in the anterior wall, divided the whole de- 
trusor portion of the bladder into two lateral halves. 
Comfortable access to the floor of the bladder and 
anterior wall of the cervix was thus obtained, and 
eventually by sharp dissection it was possible to sep- 
arate the bladder from the cervix and from the 
anterior vaginal wall over an extent sufficient to 
allow the wound in the bladder to be turned inward 
and closed by suture. During this dissection, care 
was taken to stay as near as possible to the mid- 


line, because of the fact that the exact course of 
neither ureter was known. One or two sutures 
were also placed in the anterior vaginal wall in an 
attempt to unite this, but the approximation here 
was not good. The two halves of the bladder were 
then united by interrupted sutures upward as far 
as the vault, and drains placed both inside and out- 
side the bladder. The vagina was also drained by 
a cigarette wick.” 

The patient’s convalescence was uneventful and 
she was discharged well on the twenty-eighth day 
after operation. Six months later the patient wrote 
that she was entirely well. 


From this experience one can fairly draw sev- 
eral conclusions. First, as regards the approach 
by the suprapubic route the indications were 
clear because of the extensive vaginal scarring 
and contraction which evidently followed the 
previous operation by the vaginal route. In 
view of the aberrant band of intravesical tis- 
sue seen as soon as the bladder was opened no 
closure could have been successful until this was 
removed, a procedure which would have been 
quite impossible by the vaginal approach. See- 
ondly, complete mobilization of the floor of the 
bladder from the adherent underlying vagina 
is always necessary before the bladder can be 
closed without tension. In order to achieve this, 
the bladder was split into halves. Due to the 
fact that its blood supply comes mainly from 
the lateral vesical arteries, healing followed 
without interruption. The increased accessi- 
bility of the area of the fistula thus gained was 
of the greatest aid. Thirdly, if the bladder is 
closed accurately and without tension, the vagi- 
nal wall will heal satisfactorily by granulation 


even though the approximation of the edges of 
its wound cannot be carried out perfectly. 
These two eases illustrate sufficiently the prob- 
lem of vesicovaginal fistula as seen by the urolo- 
gist today. Those cases of fistula due to acci- 
dents of childbirth are fortunately not nearly 
so frequent as in the past. For the simplest of 
these the classic operation of Sims is still quite 
sufficient, although here no attempt is made to 
dissect the bladder away from the vagina. The 
edges of the fistula are merely refreshed and 
united by sutures which inelude both bladder 
wall and vagina. More commonly today fistulae 
are seen which follow previous operations such 
as total hysterectomy. Here the cervix has also 
been removed so that the fistula is very hard to 
reach by the vaginal route because of lack of 
anything on which to make traction. Other 
more complicated cases are seen as those in 
which the opening in the bladder communicates 
with the canal of the cervix or as those in 
which the ureter as well as the bladder has 
been injured with a_ resulting ureterovesico- 
vaginal fistula. For all such instances it is my 
firm belief that the operation carried out from 
above is much more likely to be followed by 
cure than any attack by way of the vagina. 


Other instances of vesical fistulae more re- 
cently seen are those in which the floor of the 
bladder has been caused to slough over a smaller 
or larger extent as a result of the application 
of radium for cancer of the uterine cervix. In 
such instances the resulting sear is usually very 


dense and the loss of tissue of the bladder floor 
and vaginal vault extensive. In two such in- 
stances relief was obtained by implantation of 
the ureters into the sigmoid colon, thus aban- 
doning the bladder entirely as a functioning or- 
gan. 

Our experience with the treatment of cases 
of vesicovaginal fistula leads us to the following 
conclusions: 
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The object of operation for vesicovaginal 
fistula is to get a tight bladder: the bladder 
must hold urine, the vagina cannot. 


Closure of the bladder should be as perfect 
as possible: closure of the vagina is an entirely 
secondary consideration; it need not be perfect 
for it will heal by granulation. 


The easiest and most complete access to the 
bladder is by the suprapubie route and this 
should be employed in all but the simplest 
cases. 


Sufficient mobilization of the floor of the blad- 
der from the vagina is imperative. If necessary 
this can be much facilitated by splitting the 
whole detrusor portion of the bladder in a 
sagittal direction. 

Opening the peritoneal cavity during opera- 
tion is not dangerous if the subsequent repair 
of the bladder is perfect. 


After operation the bladder should always be 
kept in complete rest by constant drainage un- 
til healing has taken place. 

Serious and extensive loss of bladder tissue 
with dislocation of the ureters and much scar- 
ring is in most instances best treated by bilat- 
eral ureterosigmoidostomy. 


DISCUSSION 


Dr. Joun Homans, Boston, Mass.: I would like 
to ask Dr. Quinby a question, which he may or may 
not thank me for. I do not feel quite clear in my 
mind as to whether he begins by going into the 
peritoneal cavity at all. One would suppose the ap- 
proach would always be easier from outside the blad- 
der, and indeed he showed in one of his pictures an 
approach behind the bladder and between the blad- 
der and the uterus. He speaks first, however, as 
if he had entered only the bladder itself. 

I ask this question partly because I have just 
closed a rectovaginal fistula, very high and inacces- 
sible, through the abdominal cavity, with compar- 
ative ease, although there was a tremendous amount 
of scar tissue, owing to a large foreign body which 
had sloughed out. It was not at all difficult to close 
the rectal wall from inside the pelvis and I should 
think the same thing would apply to the bladder. 


Dr. J. D. Barney, Boston, Mass.: I am very much 
interested in what Dr. Quinby had to say about 
vesicovaginal fistula. I have nothing to add, except 
I agree thoroughly with all his ideas about the im- 
portance and real necessity of going at these things 
from above. It has been my experience that the 


repair of the vaginal defect is by no means so im- 
portant as I was always led to suppose. If the 
defect in the bladder is repaired, I think the injury 
to the vagina will generally take care of itself. 

As a matter of fact, I found it very difficult in a 
great many cases to do anything about the repair 
of the vaginal aspect of the fistula, because it is so 
high up in a cone-shaped cavity one cannot see it 
well, much less work on it. That is particularly 
true, I think, where the uterus has been previously 
taken out. 

The last two cases I have had within a year were 
in women who had had hysterectomy. They came 
from the same district and were done by the same 
surgeon. Both resulted in fistulae through which 
one could easily put the thumb right at the junc- 
ture of the bladder and vaginal wall. The scar tis- 
sue was such that there was a tight ring, as it were. 

I did them from above and found in my desper- 
ation in the doing of the second case, that I was 
much aided by the use of the tonsil knife, which 
has the blade at right angles to the shaft. There is 
a right-handed and a left-handed one. 

I found, working in that deep hole, that I could 
put these down, one this way and one the other way, 
and undermine the mucosa for a considerable dis- 
tance around the fistula. By careful use of the knife, 
I could also separate the bladder wall from the 
vaginal wall. 

I have never used it before and do not know 
whether it is an original idea, but I suggest it for 
just what it may be worth. 


PRESIDENT JONNSON: 
sion? 
sion? 


Is there any further discus- 
If not, Dr. Quinby, will you close the discus- 


Dr. QuiINBY: Do I quite get your question, Dr. 
Homans, in regard to the peritoneum? I simply 
mentioned the peritoneum to go on record as stat- 
ing that it makes no difference whether the oper- 
ation is done via the peritoneal cavity or not. 

As a rule, one does not open the peritoneal cavity. 
One does almost always open the bladder, but 
sometimes it is possible to dissect the bladder away 
from the anterior vaginal wall without opening the 
bladder. In that case, one is in front of the perito- 
neum, between the bladder and the uterus, assum- 
ing that one is left. 


Dr. JoHN Homans: It was my idea to ask you 
whether you objected to that route. It would seem 
to me to be preferred. 


Dr. QuiINBy: Splendid; only very frequently one 
opens the bladder first which usually does not 
necessitate entering the peritoneal cavity. Accord- 
ing to what one finds and the room one needs, the 
peritoneum is either opened subsequently or not, 
as the case may be. It makes no difference. As you 
say, it is frequently much easier to do it that way. 

Does that answer your question? 


Dr. Homans: 


Yes. 
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TYPES OF EDEMA AND THEIR TREATMENT* 


BY HENRY A. CHRISTIAN, M.D.t 


YPES of edema may be summarized some- 
what schematically as follows: 


{ cardiac 


Circulatory failure edema ) hepatic 


{ of acute nephritis 


Renal edema ) of renal protein loss 


‘albuminuria 
(of plasma diarrhea 
protein 4 starvation 
deficiency unbalanced diet 
Nutritional edema ; | anemia 


of abnormality of plasma protein 
formation 


Inflammatory edema 
Anaphylactic edema 


Obstructional edema | Venous 


| lymphatic 
Myxedema 


Endocrinal edema other than myxedema 


In this schema there is a place for most, if not 
all, of the edemas encountered clinically. Cer- 
tain types of edema can be placed in more than 
one category in this scheme. For example, that 
type of edema seen in the nephrosis syndrome 
ean be grouped under renal edema or under 
nutritional edema, and the ascites of cirrhosis 
of the liver can be placed under circulatory 
failure edema, hepatie or under obstructional 
edema, venous, affecting a particular venous 
system, the portal. However, such overlapping 
of subdivisions is of no serious moment, since 
the schema is merely a diagrammatic way of 
showing the various causes that are operative in 
the production of edema. 

From the point of view of clinicians edema 
should be regarded from two different angles, 
(1) edema as an index or sign of pathologie dis- 
turbances and their progression and (2) edema 
as a cause of discomfort and disability to the 
patient, this occurring when the edema is very 
considerable in amount or in a confined space. 

Edema may be the cause of the patient’s seek- 
ing medical advice, or it may be discovered by 
the physician during physical examination of 
the patient and direct the physician’s attention 
toward demonstrating its cause. Increasing or 
decreasing edema may be important evidence of 
progression or regression of underlying fune- 
tion disturbances in the patient, or it may serve 
as an index of the effectiveness or ineffective- 


*Read at the Annual Meeting of the Vermont State Medical 
Society at Rutland, October 17, 1935. 

+Christian. Henry A.—Hersey Professor of Theory and Prac- 
tice of Physic, Harvard University Medical School. For record 
and address of author see *‘This Week’s Issue,’’ page 436. 


ness of the therapeutic management of the pa- 
tient. Lesser degrees of edema cause the patient 
no discomfort and call for no methods for re- 
moval of the edema beyond such procedures as 
are being carried out in the treatment of the 
pathologic condition causative of the edema. 


It is only when the edema increases in amount 
to a degree causing the patient discomfort or 
disability that it should be specially dealt with. 
It is edema of such a degree to which we refer 
today, and it is to be assumed that in each in- 
dividual patient methods appropriate for the 
management of the disturbances underlying the 
formation of edema are being carried out, and 
that, in spite of these, the edema persists in 
amount to cause discomfort or disability to the 
patient. 

Of the types of edema indicated in the schema 
circulatory failure edema, both cardiae and 
hepatic, renal edema of renal protein loss (or 
nutritional edema of plasma protein deficiency 
due to albuminuria) and the rare nutritional 
edema of abnormality of plasma protein forma- 
tion are, as a rule, the only types of edema 
which require special therapy over and above 
the therapy appropriate to the underlying caus- 
ative pathologie disturbances of function. Of 
these it is the cardiae circulatory failure edema 
in which we obtain the most striking therapeutic 
responses from diuretic drugs. 

In eardiae circulatory failure it should be 
recognized that treatment should vary im_ac- 
cordance with the distributon in the body of 
the edema fluid. Fluid in the pleural cavity 
is far more disturbing to the patient than any 
other collection of edema fluid of comparable 
amount because of the lack of distensibility of 
the thoracic cage and the direct hindrance to 
respiration and circulation, by reason of the 
compression, of lungs, heart and intrathoracic 
veins by an accumulation of fluid in the thoracic 
cage, all of this markedly accentuated in the 
patient with cardiac insufficiency of the degree 
in which pleural fluid usually appears. Fur- 
thermore I have the impression that pleural 
fluid is much less effectively reabsorbed as a 
result of givine diuretics than fluid in other 
places in the body such as the abdominal cavity 
and subcutaneous tissues. 

Clinical experience anyhow indicates that, so 
far as pleural fluid accumulations are con- 
cerned, they are so much more disturbing to pa- 
tients that it is wisest to remove them by me- 
chanical measures promptly at the outset of 
treatment of these patients. My own practice 
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is to remove pleural fluid in patients with cir- 
culatory failure as soon as any considerable 
dulness is detected in the percussion of the 
chest. As a rule, with hospital patients this is 
done alone with the institution of bed rest and 
digitalis on the day of admission, followed by 
15 mem. (1/4 grain) of morphia sulphate at 
bed time, as the most effective way of managing 
such patients. Ascites and subcutaneous edema, 
on the other hand, in this type of patient with 
few exceptions respond well to the prener diu- 
retics and do not need mechanical removal. 
When they do not, mechanical drainage of both 
should be resorted to. 


Some types of cardiae disease are much more 
apt to show extensive general anasarea than 
others. The patient with chronic nonvalvular 
heart disease, with or without hypertension, 
oftenest with regular rhythm but at times with 
auricular fibrillation, is the type of cardiae dis- 
ease in which oftenest we See marked edema, 
and such patients frequently respond to diu- 
retics with a truly remarkable outpouring of 
fluid, which in eight to ten days will reduce the 
patient’s weight by from twenty to sixty or 
even more pounds, This therapeutic response 
may be obtained over and over again in such 
patients. 

If such a patient is given adequate digitalis 
with fluid intake restricted to 800 or 1000 ce. 
for from three to five days, there may be a 
marked diuresis as the result. Usually, how- 
ever, the edema remains marked after this 
period of digitalis, and now diuretics will be 
strikinelv effective. 

In these patients often the xanthine diuret- 
ies are very effective. These have the advan- 
tage of being effective by mouth dosage and so 
more convenient to give and more comfortable 
for the patient to take. In my experience, of 
these theoecin (theophyllin) is most effective. 
The best way to give this diuretic is in two 
doses of 0.3 to 0.5 Gm. (4% to 7% grains) with 
half a glassful of water at 7 and 10 A.M. Ifa 
diuretic is given early in the morning, the ac- 
tive diuresis will come during the patient’s wak- 
ing hours and not interfere with the night’s 
sleep. An interval of forty-eight to seventy-two 
hours between the administration of diuretic 
drugs is preferable, although at times daily 
dosage is advantageous. These last two state- 
ments apply both to the xanthine and mercurial 
diuretics. 

If xanthine diuretics fail to give good results, 
mercurial diuretics should be given. They al- 
most always are more effective, but have the 
disadvantage of requiring dosage by a paren- 
teral route, preferably the intravenous route, 
though intramuscular dosage may be entirely 
satisfactory. Either route will give a good 
diuretie response, but often intramuscular dos- 
age may cause irritation and hence discomfort. 
Subcutaneous dosage with mercurial diuretics 


almost always is too irritating to be used and 
at times causes necrosis and sloughing of the 
skin. 

There are now generally available three mer- 
curial diuretics, novasurol (merbaphen), salyr- 
gan (imersalyl) and mereupurin. Of these novas- 
urol is the most likely to cause toxie symp- 
toms, while salyrgan and mereupurin, though 
containing more mercury, are less toxic. I 
have the impression, too, that salyrgan and 
mercupurin cause a greater diuresis than does 
novasurol. In my experience salyrgan and mer- 
cupurin are equally effective as diuretics, and 
there is no difference in irritating qualities be- 
tween the two when given intramuscularly. 

All of these three mercurial diureties have a 
further disadvantage in that their maximum ac- 
tivity is when the reaction of the blood and 
probably of the tissue fluids is shifted toward 
the acid side. This entails preceding by forty- 
eight to seventy-two hours the administration 
of the mercurial diuretic by quite large doses 
of acid salts, such as ammonium chloride, 2 to 4 
grams (60 to 120 grains), three or four times 
a day. [Recent studies in the laboratory of the 
Department of Medicine at Harvard by Dr. 
Marshall N. Fulton and his associates have 
shown that this is clearly a relationship to the 
shift toward the acid side and not related to 
the ingestion of the chloride ion. 

Very recently a definite advance has been 
made in that a mercurial diuretic has been 
prepared by the Campbell Products, Inc., which 
is very satisfactorily effective when given by 
rectum in the form of a suppository. This is the 
highly complex organic mereury compound 
which is present in mereupurin, there combined 
with a xanthine substance. This obviates the 
necessity of intravenous or intramuscular dos- 
age for mercurial diuretics, but still requires 
the preliminary days on ammonium chloride. 

These mercurial diuretics are dispensed in 
sterile form as a ten per cent solution of the 
drug, and the dose is 1 to 2 ce. of this ten per 
cent solution to be given the first thing in the 
morning and repeated, if necessary, on the 
third or fourth day so long as considerable 
edema persists. The dose in suppository form 
is five times the dose for intravenous or intramus- 
cular use. Experience shows that this treat- 
ment may be kept up for months with no bad 
effects. 

As some are said to be very sensitive to mer- 
curials, it is a common practice to give first a 
test dose of 15 ce. one or two days before giv- 
ing the larger dose. This has always been our 


practice at the Peter Bent Brigham Hospital, 
but I can reeall no instance of the detection 
of undue sensitivity to the mercurial. 
Actually it is very rare to see any toxie ac- 
tion from mercurial diuretics given as deseribed 
above; certainly this is true for salyrean and 
mereupurin, which we have used to the exelu- 
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sion of novasurol ever since each of these was 
sent to us for trial prior to being put on general 
sale. This seems an unexpected result, when 
you recall that mercury often causes toxie dis- 
turbances, stomatitis, colitis, proctitis, nephri- 
tis, and that in many patients with edema there 
is a coincident or causative renal lesion, either 
chronie passive congestion or nephritis. Fur- 
thermore in normal animals these mercurials 
regularly cause albuminuria. The fact, how- 
ever, remains that in proper therapeutic use, 
we are rarely, if at all, disturbed by the devel- 
opment of manifestations of toxicity. 

In the ascites caused by cirrhosis of the liver 
the xanthine diuretics in my experience have 
been ineffective. The mercurial diuretics, used 
as described above, quite often cause a con- 
siderable diuresis, but unfortunately it is rare 
for their effectiveness to be sufficient to control 
the ascites, and mechanical removal must be re- 
sorted to. The use of the mercurial ciuretics 
in patients with cirrhosis of the liver may 
serve at times to prolong the interval between 
necessary taps of the abdomen and so they 
should be used. However, at the Peter Bent 
Brigham Hospital, as shown in a recent study 
by Dr. Marshall N. Fulton of thirty-seven pa- 
tients, the results of the use of mercurial diuret- 
ics in patients with cirrhosis of the liver were 
disappointing; the response to mercurial diu- 
retics in cirrhosis of the liver is almost always 
very much less than in patients with either 
edema of cardiac insufficiency or the nephrosis 
type of renal edema. In an occasional patient 
with ascites from cirrhosis of the liver, I have 
seen a good diuresis from large doses of urea. 

In edema of renal origin, the nephrosis syn- 
drome, the xanthine diuretics have almost no 
effectiveness. The mercurial diuretics, however, 
used as already described, may produce a very 
marked diuresis. Fortunately they do not in- 
jure the kidney in this form of renal disease 
and so may be used repeatedly with entire safe- 
ty. In those forms of nephritis in which there 
is marked nitrogen retention mercurial diu- 
retics should not be used. 

Certain patients with this nephrosis form 
of edema, however, are not responsive to the 
mereurial diuretics. Oceasionally for them 
large doses of urea, 60 to 90 grains per day, may 
give a good diuresis. Urea is not to be used 
when there is already an existing nitrogen re- 
tention. 

Urea failing to give diuresis, this type of 
edema may be treated satisfactorily by intra- 
venous injections of fifteen per cent solution of 
eum acacia, in amounts from 400 to 500 ee. 
Recently gum acacia has been available in sat- 
isfactory purity so that these intravenous in- 
jections may be given without disturbing reae- 
tions. The principle on which the acacia works 
is to raise the osmotic pressure of tlie blood, 
tlie lowered osmotic pressure from the deficiency 


in plasma albumin in this type of edema being 
the chief causative factor in causing the edema. 
This form of treatment, of course, is applicable 
to any form of edema due to lowered osmotic 
pressure in the circulating blood. 

In recent years there has been much investi- 
gation of the mechanism of activity of diu- 
retics. One view, formerly held, that diuretics 
acted chiefly extrarenally, that is by producing 
changes in the tissue fluids that caused an in- 
creased drainage into the blood stream with 
resultant increased excretion by the kidney, has 
largely been given up. The great majority of 
investigators now consider that the xanthine 
and mereurial diuretics both have a direct ac- 
tion on the kidneys. 

The two ways in which a diuretic drug might 
be expected to work are (1) increased glomeru- 
lar filtration and (2) decreased tubular reab- 
sorption. We have no satisfactory way of de- 
termining the actitity of these mechanisms. The 
Rehberg formula, based on creatinin excretion 
taking place only through the glomerulus, is not 
well supported by recent studies. Its applica- 
tion has led to the view that the xanthine diu- 
reties act chiefly by increasing glomerular filtra- 
tion and the mercurial ones by decreasing tu- 
bular reabsorption. Possibly this difference in 
action may exist. Certain it is that normal 
urine excretion depends on a proper balance 
between glomerular filtration and tubular reab- 
sorption. How great tubular reabsorption is un- 
der normal conditions of urine formation is not 
generally realized. According to Cushny in or- 
der to form one liter of urine, sixty-two liters 
of water are filtered through the glomeruli, six- 
ty-one liters of which is reabsorbed in the tu- 
bules. Obviously not much retardation of this 
tubular absorption would be required to increase 
an average 1,000 ce. urine flow to 5,000 ce. or to 
6,000 ee., which would be regarded as a very 
diuretic effect. 


SUMMARY 


A schema showing the various types of edema 
is presented. Clinically edema should be re- 
garded from two angles, (1) as an index or 
sign of pathologie disturbances and their pro- 
eression and (2) as a cause of discomfort and 
disability to the patient. Edema causing no 
discomfort or disability needs no special treat- 
ment. 

Cireulatory and renal edema, as a rule, are 
the types requiring special therapy. 

In cardiac cireulatory edema, hydrothorax 
should be removed early by thoracentesis ; edema 
elsewhere, if persisting after proper digitalis 
therapy, should be treated with diuretics. 
Xanthine diuretics often are effective; they have 
the advantage of mouth dosage and require no 
preliminary drug othere than digitalis. These 
failing, mercurial diuretics are available; they 


VOL, 214 
NO. 9 


VERMONT STATE MEDICAL SOCIETY 421 


require preliminary treatment with ammonium 
chloride and are effective only when given par- 
enterally, intravenously or intramuscularly. Re- 
cently one has been discovered effective by ree- 
tum. 

In ascites from portal obstruction xanthine 
diuretics are ineffective; mercurials produce a 
diuresis but rarely great enough to obviate para- 
centesis of the abdomen. 

In renal edema xanthine diuretics cause very 
little diuresis, while mercurials usually are ef- 
fective and do not cause renal damage. Mer- 
eurials failing to be effective, intravenous injec- 
tions of acacia solutions may cause effective 
diuresis. 

In all of these conditions urea, in very large 
doses, may be effective. All diuretics should be 
given in the early morning hours and at inter- 
vals of forty-eight to seventy-two hours. The 
xanthine and mercurial diuretics seem to act 
directly on the kidney. 


DISCUSSION 


Dr. BeecneR: I wish to congratulate the Society 
on being privileged to hear so able a presentation. 
I think if the members will take this material home 
with them they can do their edematous patients 
a lot of good. 


Dr. Hitt: I would like to ask Dr. Christian’s 
opinion of the Niemeyer pill, which when I was 
in college fifty years ago, was lauded beyond any 
question. 


Dr. CuristIAN: The Niemeyer pill is like many 
older preparations that fall into disuse because they 
are complex, and because it was difficult to use them 
to give the necessary variation in the case of each 
constituent. Some of those old preparations are very 
effective, but you can fill your individual patient’s 
needs with therapeutic doses if you give the ingredi- 
ents separately. We have made great progress in 
these newer synthetic combinations and they prac- 
tically replace a lot of the so-called galenicals. 


MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
JANUARY, 1936 


The following communicable diseases were re- 
ported to the office of the Department of Public 
Health during the month of January: chickenpox 
327, diphtheria 2, smallpox 1, measles 689, German 
measles 64, mumps 177, typhoid fever 1, poliomyel- 


itis 2, scarlet fever 68, whooping cough 166 and 
tuberculosis 8. 

The Laboratory of Hygiene made 2,395 examina- 
tions, the details of which are as follows: 


Examinations for diphtheria bacilli 694 
“ Widal reaction for typhoid 
fever 36 
undulant fever 59 
“  gonococci in pus 133 
“tubercle bacilli 201 
“syphilis 678 
” of water, chemical and bacterio- 
logical 31 
“water, bacteriological 187 
2 * milk, market 229 
milk, submitted for chemical 
only 5 
milk, submitted for microscopi- 
cal only 58 
foods 3 
“drugs 0 
for courts, autopsies 
> miscellaneous 69 
Autopsies to complete death returns 1 


The Director of the Division of Venereal Diseases 
reports thirty-nine cases of gonorrhea and _ forty- 
four cases of syphilis made to this Division in Jan- 
uary. Eight hundred and fifty Wassermann outfits 
and 384 slides for gonorrhea were distributed from 
this Division. 

The After-Care Nurses of the Infantile Paralysis 
After-Care Division made forty-two home visits, 
calling on forty-six patients. Three patients were 
admitted to the Audubon Hospital and one dis- 
charged from that hospital. Five patients were dis- 


charged from the Children’s Hospital. Eighteen new 


pieces of apparatus were fitted, two pieces were 


altered and sixteen orthopedic corrections were made 


to shoes. The Vocational Worker of this Division 


reports sales made, amounting to $129.52. 


Four towns of the state were visited by the State 


Advisory Nurse of the Public Health Nursing Divi- 


sion. The first half of the month was devoted to 


drawing up the budget and planning the proposed 


Social Security projects. The WPA State Nursing 
Project is increasing. There are now twenty-eight 


staff nurses, two supervisory nurses, one dental hy- 
gienist and two stenographers. Seven hundred and 
fifty-five notifications of birth registration Were sent 
out in January, also 241 baby booklets. 
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BY PATRICK F. MC 


HAVE listened to the retiring address of 

every president since I first became a member 
of this society. These addresses have awak- 
ened various reactions, generally a feeling of 
satisfaction but occasionally a small degree of 
disappointment so that I will not feel entirely 
abashed if my short address does not meet with 
your entire approval. We have had a number 
of meetings devoted to a discussion of economic 
problems during the past year and whether any 
advantage was gained from them I do not know. 
It may be that they will prove ultimately to 
have had some educational value which we as 
yet cannot fully estimate. 

During the past year I have heard the opin- 
ion frequently expressed by many members of 
this Society that, with a return to normal con- 
ditions, all talk of these various economic prob- 
lems would disappear and they would soon be 
forgotten. I certainly trust and anticipate that 
that forecast of the probabilities will prove un- 
founded. This is a conservative medical body, 
in a conservative city, in a conservative state, 
and changes are brought about with the utmost 
difficulties accompanied by many disappoint- 
ments. It requires no prophet, nor need one 
be possessed of an analytical mind, to foresee 
that we are at present wholly inadequately or- 
ganized in our city, county and state societies 
to cope with medical problems as befits our posi- 
tion in the community either to advance or even 
protect our own interests. 

Conditions in the medical profession are some- 
what better than they were three years ago and 
in the opinion of many competent authorities it 
may confidently be expected that they will con- 
tinue to improve for the next three or four 
years. Practically all economists agree that the 
standards of living in this country will decline 
for the next few years. Secondly, almost all 
students of world politics agree that we shall 
have a marked extension of all forms of social 
service legislation during the coming’ years. 
Thirdly, the most superficial observer can read- 
ily grasp the fact that organization of all in- 
dustry and workers is proceeding at a rapid 
pace. These three facts are readily apparent 
to the most cursory student of economics. It 
is also self-evident that it is impossible to have 
any form of extension of social service or social 
security without vitally or at least seriously af- 
fecting the medical profession, regardless of 
whether it is unemployment insurance, old-age 
pensions, maternity aid, health insurance or any 
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other of the many forms. Social extension and 
medical involvement are synonymous. Hence, if 
organization of industry with all its ramifica- 
tions is the watchword and social extension one 
of the ultimate fruits of that organization, then 
it seems to me that organization of the medical 
profession should become a paramount issue 
with us. 


It is true that we now have an organization, 
but not an organization that has any material 
co trol over its members, or that has an authori- 
ta ive representative qualified to express an 
opinion on any medical subject, or that could 
dc business with any other organization and 
hcpe to adjust itself to circumstances that might 
alse and yet remain conscious of the supperi 
of the orzanization. Efficient organizations 
nit be built in one day or overnight when we 
are confronted by some issue which may be of 
tremendous importance to our future and which 
has aroused the intévest of every member. 

his address then will be restricted to a few 
suzgestions for a change or changes which | 
personally feel would be of inestimable advan- 
tage to the Society, yet I fully appreciate that 
at first thought scercely any member of the So- 
ciety may agree with me. However, I do hope 
that I will get a sufficient number of individual 
reactions and expressions of opinions, both 
favorable and unfavorable, so that it or they 
may be modified to a satisfactory and acceptable 
degree, 

Let us consider the Board of Censors. <Ac- 
cording to our By-Laws the principles of med- 
ical ethics adopted by the American Medical 
Association shall govern our conduct. Subse- 
quent to one of the recent regular meetings [ 
inquired of eight members if they had ever read 
the Code of Ethies and of the eight, one stated 
that he had so done. One of the eight had 
seen service as a member of the Board of Cen- 
sors of one of our medical societies. However, 
he was not the one who had read it. This is 
related merely as a passing incident. The Board 
of Censors is friendly to and with all of our 
members and to institute action against any 
member becomes a very disagreeable, difficult, 
and at times might well prove to be an almost 
insurmountable act. Hence, action is seldom in- 
stituted. 


Let us assume that the president of any local 
hospital should violate the rule concerning un- 
warranted professional publicity and had _ ob- 
tained considerable desirable or undesirable pub- 
licity, according to the point of view. Further 
assume that the Chairman of the Board of Cen- 
sors is a member of the same hospital staff. In 
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that event is there any member so naive as to 
expect that any action would be taken by the 
Board? No, that is too much to expect. Now 
I like publicity as much as anyone and appreci- 
ate it at its full value. I have also had suffi- 
cient experience with newspapers to realize that 
practically all publicity is with the approval, 
if not the instigation, of the professional bene- 
ficiary. 

Again let me clarify the situation by stating 
that it is not my intention to direct thoughts 
toward past conditions. I am thinking wholly 
of the future. You might well answer that no 
president of any local hospital could be guilty 
or permit such an incident to oceur, to which I 
reply that no condition should be permitted to 
continue to exist where he or anyone else e.uld 
permit it without full realization that he weuld 
be obliged to explain it promptly, and, mor. to 
the point, satisfactorily to the Board of Cen- 

During the period of my membership in the 
Society, if my memory serves me well, but one 
member has been expelled from this Society. 
As I recall it three other members were ree- 
ommended for expulsion but because of lega\ en- 
tanglement no one of these three was expe ted. 
Actually it is practically impossible to expel a 
member, and who of you can recall any rem- 
ber who ever received any sort of punishm -nt? 
Fortunately the circumstance rarely arises were 
such action is necessary or has to be considered, 
but to my mind that makes it all the more im- 
perative to have some means to carry out the 
desires of the Society when the occasion re- 
quires it. 

Here is where the Bolshevik within me asserts 
itself and I suppose where we all part company. 
First, let all complaints having to do with vio- 
lations of ethical conduct be referred to the 
Clerk of the Society. Secondly, let her arrange 
the time of meeting after communicating with 
the Chairman of the Board of Censors and with 
the aceused. Thirdly, let all actions of the Board 
of Censors involving ethical conduct be reported 
at the next meeting of the State Medical Society 
following the completion of the hearings. Let 
the action of the Board be final, but reversible 
by a two-thirds vote, the report being one for 
information including the name of the member 
involved. Fourthly, with all applications for 
membership let the applicant fill out at the same 
time his or her prospective resignation from 
the Society at the pleasure of the Board of 
Censors for just cause. This blank shall con- 
tain an explanatory legend informing the ap- 
plicant of his rights. Fifthly, if adopted, ask 
each present member to sign, voluntarily, his or 
her resignation under the same conditions. 

To recapitulate: a method is suggested that 
will remove initiative for violations of ethical 
principles from the Board of Censors and place 


it where such reports will be invited. Second- 
ly, a provision is made for publicity within the 
Society for accused members. Thirdly, a method 
is suggested that will permit the Society to ter- 
minate the membership of undesirable members. 
A possible criticism is that the Board, if com- 
posed of one group of which the accused was 
not a member, would accept his resignation, 
but the two-thirds rule would protect him and 
anyway I think that the reasoning is absurd. 
Another criticism is, how can a member re- 
sign before he is elected? He cannot. But I 
am informed that the phrasing of the applica- 
tion can be formed to cover these objections. In 
any event it is my hope that enough suggestions 
can be offered both in favor of and against so 
that it may be made acceptable. I will frankly 
state that I have no motive except to correct 
one of the weaknesses of our present By-Laws. 


Another method that could be adopted which 
would be simpler and probably one that would 
not provoke the same element of controversy, 
would be to have each applicant for membership 
in the Society sign a waiver to his right in the 
Trust Funds of the Society providing the So- 
ciety found it necessary to terminate his mem- 
bership with the organization for just cause. In 
any event some method should be adopted not 
because there is any immediate necessity for it 
but to protect the Society in the future. 

Our Economics Committee is assumed to 
have some direction over practices of the mem- 
bers in relation to each other, or in groups, or 
with corporations. They are supposed to keep 
the Society informed as to various activities 
of these groups. Sometime within the past two 
years a group of specialists within the Society, 
after several meetings, agreed on prices and 
other conditions pertaining to their particular 
line of work. It seems to me that practices of 
this kind should be reported to the Economics 
Committee and so placed on record. This ap- 
plies as well to the Hospital groups which have 
agreed to pool all funds received from certain 
types of patients and to divide them equally 
among all participants. I do not mean to im- 
ply that there is anything wrong with the prac- 
tices referred to. Nevertheless, 1 cannot help 
but feel that for the best interests of all con- 
cerned such arrangement should be placed on 
record. It may be that the next group to adopt 
similar practices founded on those previously 
put into operation will have been sufficiently 
changed in their construction and operation to 
make them questionable. 

Another change which it appears to me 
might well be adopted during the coming year 
is the appointment of a Hospital Committee. 
This committee should consist of members as- 
sociated with each of the various hospitals in the 
city. It might well make an effort to have adopt- 
ed, by each of the local hospitals, an agreement 
which would permit only those approved by the 
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Medical Society to practice in such hospitals. 
This could be brought about by having all ap- 
plications for courtesy staff privileges in the 
various hospitals referred to this committee: 
the findings of this committee to be adopted 
by all hospitals and the privileges allotted then 
to become uniform. This would apply to all, 
whether they were members of any society or 
not. Secondly, an agreement that when the so- 
ciety withdrew privileges from any doctor the 
hospitals should do likewise. This committee 
- might well consider an effort to have modified 
the marked variation between ward and semi- 
private patients. The $15 difference is against 
the best interests of the private practitioner. 
The tonsil situation, and soon the maternity sit- 
uation, could be given considerable attention by 
such a committee. Indeed, the whole question 
of admission of patients and a proper amount 
of investigation by each of the various hos- 
pitals would result in much benefit. My ob- 
ject is not to approach the hospitals with any- 
thing of a dictatorial attitude, but rather to 
attempt to codperate with them and _ bring 
about some uniformity in many methods now 
in vogue, some of which are at the present time 
detrimental to the profession in general. 


Of course many members will promptly dis- 
miss these suggestions with disapproval and 
confess that nothing can be accomplished. It 
is also true that if we adopt that attitude noth- 
ing will be accomplished. However, practical- 
ly everyone will admit that today the hospitals 
are actively competing with the individual doc- 
tors and it is only by organized effort to control 
or restrict them that it will be possible to ac- 
complish any material change. 


_ I believe that any move to improve the med- 
ical profession, either the conditions under which 
we operate, or the character and quality of the 
work that we do, yes, even to modify the senti- 
ment of the community toward the profession, 
either individually or collectively, is worthy of 
our attention. It is because of this belief that I 
am referring to the supposedly drunken auto- 
mobile driver. On numerous occasions during 
the past year the newspapers have referred to 
cases where two doctors examining a supposed- 
ly drunken automobile driver in from ten to 
thirty minutes of each other have produced 
sworn testimony diametrically opposed. The 
frequent repetition of these instances is de- 
cidedly antagonistic to the best interests of 
our profession and any effort which we ean con- 
tribute to the solution of this problem would 
produee an equally favorable reaction. The 
suggestion has been made that the Society go 
on record as recommending that two doctors be 
required to examine all individuals suspected 
of this condition. Before doing so it would ap- 
pear to be the part of wisdom to have either 
the Economics Committee or the Board of Cen- 
sors consider the entire question. 


I appreciate the fact that this entire paper 
will seem to many to be an unusual one to bring 
before our Society at this time. However, con- 
ditions over which we have no apparent con- 
trol are also unusual as well as the outlook for 
our future. It is because of these facts and 
with the hope that some discussion may be 
stimulated among our members that it has been 
presented to you as the final gesture of my one 
year of a pleasant, instructive experience. I 
thank you. 


AFFAIRS IN CONNECTICUT 
(Continued from Page 414) 


approached in such instances instead of making 
sweeping accusations against the whole profession. 

“We would call attention to the very uncomfort- 
able situation in which a family physician finds 
himself when he is asked to testify ‘on behalf’ of 
one of his patients, and we believe that our mem- 
bers, whenever it is possible, should disqualify 
themselves from giving testimony under such Cir- 
cumstances. 

“We are very jealous of the good repute in which 
rhysicians, as a class, are held, and the Hartford 
County Medical Association will go to any reason- 
able length to curb such practices of its members 
as would impair that good repute. The authorities 
may rest assured of the fullest codperation of the 
organized medical profession in stamping out any 
so-called ‘rackets’ if they are found to exist.” 


THE CLOSING OF THE CHARTER OAK HOSPITAL 


On February 1, 1936, the Charter Oak Hospital in 
Hartford, Conn., closed its doors after twenty-nine 
years of service. Founded in 1907 by the late Miss 
Mary C. McGarry, the hospital specialized in the 
care of surgical patients. One of the first, if not 
the first, operation for removal of the thyroid gland 
was performed there in 1911 by the late Dr. O. C. 
Smith. This surgeon performed there one of the 
first prostatectomies in Connecticut. In this hospi- 
tal in 1910, Dr. Henry C. Russ carried out one of the 
first Wassermann tests. 

It is planned to conduct the Charter Oak Nurses’ 
Club in the building formerly used as a hospital. In 
a statement to the local press Miss Mary Cummins, 
superintendent of the hospital, stated that “the de- 
cision to close the hospital was taken on the belief 
that no private hospital could survive in modern 
times without an endowment fund”. 
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CASE 22091 
PRESENTATION OF CASE 


A fifty-nine year old Hebrew physician en- 
tered complaining of pain in the lower back. 

About five months prior to admission the pa- 
tient developed, rather rapidly, dull aching pain 
in the lower back, more marked on the left side. 
The pain radiated into the left flank and hip, 
became progressively worse, and was marked by 
frequent sharp exacerbations. Approximately 
two months after the onset of his illness he be- 
gan to suffer from periods of apathy and som- 
nolence during which he appeared confused and 
disoriented. There was some increase in urinary 
frequency and occasional incontinence. His ap- 
petite became quite poor. He was subsequent- 
ly admitted to a hospital where traction was 
applied to the left hip with some relief of his 
pain. He also received therapeutic doses of 
bacteriophage. While in the hospital he was 
observed to have paroxysmal attacks of auricu- 
lar fibrillation occasionally with rather slow 
rate. During one of these episodes his apical 
rate was found to be 36. The blood pressure 
was 135-80/75. Examination of the blood 
showed a red e¢ell count of 3,500,000, with a 
hemoglobin of 70 per cent. The white cell count 
was normal. <A blood urea nitrogen was 30 
milligrams per cent. Electrocardiograms at 
times showed normal rhythm and at other times 
absolute arrhythmia. The T’ waves were con- 
sidered significant of myocardial damage and 
there was left ventricular predominance. The 
blood calcium was 16.5 to 16.8 milligrams per 
eent, the phosphorus 3.2 milligrams per cent. 
The serum protein was 5.6 grams per cent, of 
which the albumin was 4.3 and the globulin 1.24. 
He showed a well-defined negative calcium bal- 
ance. Eleven days prior to entry he was re- 
ferred to another hospital where further studies 
were made. A_ phenolsulphonephthalein test 
showed 10 per cent excretion in two hours. A 
blood calcium was 14.6 milligrams, the phos- 
phorus 6.0 and the phosphatase 0.51 K units. 
Examination for Bence-Jones protein was neg- 
ative. The nonprotein nitrogen of the blood 
was 75 milligrams. The total protein was 7.4 


left apex. The skull contained multiple small, 
clear-cut areas of decreased density. There was 
no evidence of increased intracranial pressure. 
A later film showed destruction of the first lum- 
bar vertebra with collapse of its body. Films 
of the bones of the upper and lower extremities 
showed no decalcification or mottling. At the end 
of a week he was referred to this hospital for 
exploration for a parathyroid tumor. 
Twenty-one years prior to entry the patient 
began to suffer attacks of precordial pain which 
were precipitated by exertion. These attacks 
recurred at fairly frequent intervals for six 
years, at the end of which time a thyroidectomy 
was done with subsequent relief. The pathologi- 
cal report was said to have been ‘‘mildly toxic 
thyroid adenoma’’. Ten years before admission 
a left nephrectomy was done for hyperneph- 
roma. Following this he received an intensive 
course of x-ray treatment. A vague story was 
obtained of his having suffered from both pneu- 
monia and rheumatic fever in childhood. | 
Physical examination showed a slightly under- 
nourished man who, though somewhat somnolent, 
responded well to questioning. He complained 
of pain in his back. The left pupil was slight- 
ly larger than the right. They both reacted to 


light. Ocular movements were normal and the 
fundi showed nothing of significance. The apex 
impulse of the heart was not felt. The left 


border of dullness was 12.5 centimeters from 
the midsternal line in the fifth interspace; the 
right border of dullness was 4.5 centimeters to 
the right of the midsternum. The supracardiac 
dullness was 4 centimeters. The sounds were 
forceful and of good quality, and the action was 
regular. Heard over most of the precordium 
but loudest at the apex were a soft, early sys- 
tolic, blowing murmur and a rather loud, blow- 
ing, early to middiastolie murmur. There was 
no transmission toward the axilla. The sounds 
were heard best over the neck vessels. No thrills 
were felt. There was tenderness over the left 
sacroiliae joint and also bilateral costovertebral 
tenderness. The tendon reflexes were normal 
and no Babinski sign was elicited. 

The temperature, pulse, and respirations were 
normal. 

Examination of the blood showed a red cell 
count of 3,000,000, with a hemoglobin of 55 per 
cent. The white cell count was 7,000, 80 per 
cent polymorphonuclears. The urine showed a 
slight trace of albumin. The sediment contained 
occasional white blood cells and one to four red 
blood eells. The blood calcium was 15.6 and 
the phosphorus 3.64. The serum protein was 
5.5. The nonprotein nitrogen of the blood was 
82 milligrams per cent. 
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Shortly after entry operation was performed. 
The patient responded poorly, went downhill 
rapidly and died quietly on the fifteenth hos- 
pital day, eleven days postoperatively. 


DIFFERENTIAL DIAGNOSIS 


Dr. Watter Baver: Will Dr. Hampton show 
the x-rays? The points that will be of most 
interesi to us are: (1) Are the observed areas 
of bone destruction consistent with metastatic 
malignant disease? (2) Does the skull show 
any decalcification in addition to the punched- 
out areas? 

Dr. AuBrey O. Hampton: No, the skull does 
not show any diffuse decalcification. It shows 
sharply localized round areas of bone destrue- 
tion varying in size from a millimeter up to a 
centimeter. They are separated by as much as 
two or three centimeters, not so close together 
as one would expect in diffuse decalcification. 
He has some changes in his ribs, not so well 
seen. There is a small round hole in a rib on 
the left and one there on the right which is not 
very distinct. He does have a little deformity 
of his chest, a Harrison groove; the type of 
thing he might have had all his life or may have 
developed in this disease. I do not see any path- 
ologie fractures of the ribs. 


The lung fields are clear as described and I 
cannot see much wrong with the heart in a 
portable film taken with the film at the back; 
such enlargement as is apparent is probably 
mostly magnification. 

Here is the first lumbar vertebra, which is 
described as being definitely wedge-shaped. It 
is grossly irregular. In facet, you cannot see 
the anterior margin. It disappears as if it were 
destroyed. None of the other vertebrae show 
similar destruction or any bone deformity, but 
they do appear decalcified. The extremities as 
deseribed are absolutely normal; no decalcifica- 
tion. There is calcification in the blood ves- 
sels, but not much. They look like perfectly 
normal extremities. 

Dr. Baver: I think the x-ray findines are 
of eonsiderable help in the discussion of this 
case. I would like first of all to discuss the find- 
ines concerning the heart and then come back 
to the real problem. 

He might well have had rheumatie fever in 
childhood. If so, we have reason to believe that 
he developed rheumatic heart disease. The at- 
tacks of precordial pain always precipitated by 
exertion may have been due to angina pectoris, 
or may have represented attacks of either par- 
oxysmal tachycardia or paroxysmal fibrillation. 
In all events it would appear that he had suf- 
fered from a mild thyrotoxicosis, which was in 
part responsible for the production of this par- 
ticular symptom because it disappeared follow- 
ing the removal of what was interpreted as a 
mild toxie thyroid adenoma. If I interpret the 


notes correctly the murmurs were transmitted 
to the neck, particularly the systolie murmur. 
If this was true I should be inclined to think 
that he probably had both aortie and mitral 
valve disease. He may well have developed sub- 
sequent calcification of his aortic valve. which 
m turn may have been responsible for the 
heart block which was observed on at least one 
occasion. I do know that associated with c¢al- 
cification of the aortic valve one does observe 
recurrent attacks of Adams-Stokes syndrome. 
Therefore, I would interpret the cardiac find- 
ings as follows: rheumatie heart disease with 
aortic and mitral involvement and_ probably 
calcification of the aortic valve. 

The only other thing in his past history 
which must be seriously considered is the note 
pertaining to the operation performed ten years 
prior to this admission. <A left nephrectomy 
was done for a hypernephroma. As you ean 
all see from the record, the final question to be 
answered is: Did this patient have hyperpara- 
thyroidism? He entered with a complaint, 
which in many eases is a very difficult one to 
interpret; that is, backache. As we go on we 
find that we have sufficient additional informa- 
tion to allow us to consider various leads. I 
do not know why traction was applied to the 
left hip. The hip at that time may have shown 
some hypertrophic changes. These changes may 
have been interpreted as the cause of his pain 
and in consequence traction was applied to af- 
ford relief. I do not know but I should imagine 
that traction was employed for some other dis- 
ease state than the one he was finally sus- 
pected of having. 

Did this man have hyperparathyroidism ? 
When one suspects this disease one must always 
attempt to ascertain what symptoms are con- 
sistent with such a diagnosis. In going over 
this man’s history one finds that he had none 
of the symptoms attributable to hypercalcemia, 
such as lassitude, weakness, constipation and 
others. There are no symptoms referable to an 
increased calcium excretion, such as polvuria, 
polydipsia, renal colie, passing of gravel, ete. 
The only symptom suggestive of hyperparathy- 
roidism in this individual is the one referable . 
to the skeletal system and this is pain. This 
lone finding should not necessarily disturb us 
or prevent us from considering the disease, hy- 
perparathyroidism. The presenting symptoms 
in this disease are many and varied. We know 
that in certain instances the first symptom may 
be that of renal colic. Such individnals may 
have no skeletal symptoms, and the skeletal 
x-rays may show no evidence of decalcification, 
etc. In others the presenting symptom is re- 
ferable to the bony skeleton. Such patients 
enter because of bone tumors, fractures. or skel- 
etal aches and pain. The latter may be not 
unlike that presented by this particular patient. 
Therefore, the history in this partienlar case 
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does not enable one to rule hyperparathvroidism 
in or out. All we can say is that he does not 
have the symptoms of classical hyperparathiy- 
roidism. 

The next question is: How shall we interpret 
the Roentgen ray findings? We know that the 
x-rays are described as showing moderate <e- 
calcification of the spine, pelvis, and sternum. 
In addition the first lumbar vertebra appeared 
to be destroyed in part and had collapsed. The 
x-rays of the skull revealed punched-out areas 
without associated decalcification. We further 
see from the x-rays that there was no demon- 
strable decalcification of the bones of either the 
upper or lower extremities. This localized type 
of decalcification (spine) is encountered in pa- 
tients with a pituitary basophile adenoma, 
adrenal tumors, senile osteoporosis, metastatic 
malignant disease or multiple myeloma. The 
x-ray findings are more consistent with a diag- 
nosis of metastatic malignant disease or multi- 
ple myeloma than hyperparathyroidism. In 
this instance the well-defined decalcification is 
limited to the vertebrae. There is little to sug- 
gest generalized decalcification. Therefore, the 
x-ray findings are anything but suggestive of 
hyperparathyroidism. 

The serum calcium varied from 14.6 to 16.8 
and the serum phosphorus from 3.2 to 6 milli- 
grams per 100 cubic centimeters. The serum 
phosphatase was .51 units, a figure which is at 
the upper limit of normal. In other words, the 
patient had a hypercalcemia. The serum phos- 
phorus was on the low side of the normal limit. 
Are these the findings of hyperparathyroidism or 
can they: be explained on some other basis? If 
they are due to hyperparathyroidism the pa- 
tient had developed one of the complications 
of the disease, namely, calcification of the kid- 
ney or nephrocaleinosis. Such renal complica- 
tions allow for a hypercalcemia of this grade 
without an associated hypophosphatemia. If 
this individual had had nephrocalcinosis it 
should have been demonstrated on x-ray exam- 
ination. It was not. Therefore, I think it can 
be ruled out. 

What other disease might give us these find- 
ings? In widespread metastatic malignant dis- 
ease we obtain such chemical findings. Mason 
and Warren reported such a case several years 
ago. The patient had a serum calcium of 17.3 
and phosphorus of 4.1. In such eases the serum 
ealcium is high but the serum phosphorus is 
normal or increased. The x-rays showed mod- 
erate decalcification. If this decalcification was 
due to hyperparathyroidism one would expect 
the serum phosphatase to have been definitely 
elevated. However, there are exceptions. In- 
dividuals with mild hyperparathyroidism have 
a normal or only slightly elevated serum phos- 
phatase. One must also appreciate the fact that 
individuals with marked hyperparathvroidism 
remaining on a high ealeium intake will have a 


high serum calcium, a low serum phosphorus, 
a normal serum phosphatase and very little 
x-ray evidence of bone involvement. In other 
words the phosphatase tells one the degree and 
extent of bone involvement existing in patients 
with hyperparathyroidism, In this particular 
case the blood chemical findings do not allow 
one to make a diagnosis of hyperparathvroidism. 

This man when first seen had an anemia, as 
shown by a red cell count of 3,500,000. Later 
it fell to 3,000,000. Patients with hynerpara- 
thyroidism may develop anemia but only when 
marked bone changes are demonstrable, in 
other words, the classical form of hyperpara- 
thyroidism. We know that the extensive fibro- 
sis in such eases does interfere with hemato- 
poiesis and in consequence hypochromie ane- 
mia and leukopenia result. In this ease I think 
the anemia without marked decalcification, ete., 
allows one to state it was not secondary to hy- 
perparathyroidism. An anemia of this grade 
would speak for marked hyperparathyroidism. 
This we know he did not have. 

This man had obvious evidence of kidney im- 
pairment as shown by two nonprotein nitrogens 
which were well above normal, 75 and 82 milli- 
grams per 100 cubic centimeters. His urine had 
a slight trace of albumin. Evidently no casts 
were seen. He did have a few white blood cells 
and one to four red blood cells. If this man had 
had nephrocaleinosis casts should have been 
present. When present one should determine 
whether they do or do not contain calcium. He 
did not have kidney failure due to nephrocal- 
cinosis of hyperparathyroidism. 

I think that we can gather a fair amount of 
evidence which would allow one to doubt the 
diagnosis of hyperparathyroidism. In doing so 
one has to lean very heavily upon the x-ray find- 
ings, although the blood chemical findings are 
also helpful. The most reasonable interpreta- 
tion, I think, is some form of metastatic malig- 
nant disease. Such a diagnosis would best ex- 
plain all that we are dealing with. In this in- 
stance we know that the man was operated upon 
some ten years previously for a hypernephroma. 
Therefore, rather than entertain a long list of 
possibilities it would seem better to stick to a 
diagnosis of metastatic hypernephroma. This 
would also explain the cerebral symptoms which 
were encountered in this particular individual. 
[ know of no ease of hyperparathyroidism seen 
in this e¢linie in which cerebral symptoms of 
this sort have been encountered. Therefore, in 
summary I should say that we are dealing with 
an individual whose findings are best explained 
on the basis of widespread metastatic disease, 
in this instance the metastatic disease being hy- 
pernephroma. It was also the cause of his renal 
failure. In addition, I think he had rheumatie¢ 
heart disease with aortic and mitral valve in- 
volvement. There probably existed calcification 
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of the aortic valve. In view of the fact that the 
man had obvious renal insufficiency one might 
contend that he had in consequence developed 
secondary hyperparathyroidism. This only oe- 
curs in long-standing renal disease. We know 
this patient had a normal nonprotein nitrogen 
two months prior to his entry; therefore, I 
should say that secondary hyperparathyroidism 
did not exist. 

Dr. Tracy B. Mauuory: Dr. Aub, will you 
tell us your opinion about this man? 

Dr. JoserH C. Avs: I have seen the man, 
yet I think it is only fair to say that before I 
saw him I wrote to his doctor saying, as Dr. 
Bauer did, that he most likely had a hyperneph- 
roma, on the basis of the fact that he did not 
have an elevated blood phosphate or character- 
istie x-rays. Incidentally, the nephrectomy was 
done thirteen years ago. The man took a very 
long trip and arrived here very ill. We looked 
all over his body for bone metastases that could 
be biopsied, but none could be found by x-ray. 
On the bare possibility that he might have hy- 
perparathyroidism and because the remaining 
single kidney was very badly damaged, it seemed 
justifiable to attempt an operation for a curable 
disease, though none of us thought the diagno- 
sis likely. 

He had had a toxie goiter two years before 
and we thought his heart was fibrillating and 
that he had associated arteriosclerosis. He had 
an inadequate kidney; a single kidney. We 
thought he died of pneumonia. 


CLINICAL DIAGNOSIS 
Metastatic malignant disease. 
Dr. WALTER BaAver’s DIAGNOSES 


Metastatic hypernephroma. 

Rheumatic heart disease — aortic and mitral 
stenosis. 

Chronie nephritis. 


ANATOMIC DIAGNOSES 


Recurrent and metastatic renal cell carcinoma 
of the left kidney. 

Primary hypernephroma of the right kidney. 

Chroni¢ vascular nephritis. 

Pulmonary edema, bilateral. 

Operative wound: Parathyroid exploration. 
Operative sears: Left hemithyroidectomy ; 
left nephrectomy. 
Arteriosclerosis, marked 

aortic and cerebral. 
Prostatic hyperplasia. 
Mitral stenosis. 


coronary, slight 


PatrmoLocic Discussion 


Dr. Mauuory: I think Dr. Aub has brought 
out a point which both he and Dr. Churehill 
felt before the operation. This man had a 


disease from which he was undoubtedly going 
to die unless something in the nature of a miracle 
could be done for him. There was a bare pos- 
sibility that he might have hyperparathyroid- 
ism and as long as that was a possibility it 
seemed worthwhile to operate even though the 
hope of helping him seemed very slight. 

We found at autopsy that he did have a re- 
currence of his hypernephroma in the area from 
which the kidney had been removed. It had 
also grown in the form of tumor thrombus into 
the renal vein and started up the vena cava, 
as these tumors so often do. It had invaded the 
vertebral column with destruction of the lum- 
bar vertebrae. Two small metastases were found 
in the lungs and numerous minute foci in the 
bones. It is noteworthy that the punched-out 
areas in the skull proved to be not metastases. 
— areas of bone absorption about blood ves- 
sels. 

The opposite kidney proved very interesting. 
It showed a circumscribed tumor nodule about 
three centimeters in diameter. On microscopic 
examination this tumor is entirely different in 
appearance from the recurrent tumor on the 
left. The recurrent tumor is a wild, highly ma- 
lignant growth with no vacuolization of the 
cells, no longer recognizable as hypernephroma. 
The one in the right kidney is a very well dif- 
ferentiated, slowly growing, typical hyper- 
nephroma so that I think there is no question 
we are dealing with a second primary renal tu- 
mor, not a metastasis from the first one. The 
difference in type of the histologic picture on 
the two sides is sharp enough to make me feel 
I can be dogmatic about that. 

At operation no parathyroid tumor was found, 
in fact no parathyroid tissue could be identified 
and we had no better success at autopsy. The 
man had had a previous thyroidectomy and 
the normal anatomical landmarks were oblit- 
erated which made it a pretty difficult job. 

The heart showed mitral stenosis, but the 
aortic valve was negative. It was sli¢htly hy- 
pertrophied. The remaining renal tissue in the 
right kidney amounted to about 200 grams 
after deducting the weight of the tumor. It 
showed a moderate grade of vascular nephritis. 


CASE 22092 
PRESENTATION OF CASE 


First Admission. A twenty-nine vear old 
white American bank teller entered complain- 
ing of abdominal pain. 

Four years prior to entry the patiert began 
to have a ‘‘lumpy”’ sensation in the midepieas- 
trium which usually came on several hours after 
meals. This discomfort was relieved by soda 
and occasionally by spontaneous emesis. About 
six months after onset a gastrointestinal series 
was said to be negative. An inguinal hernia 
which had recently appeared was repaired at 
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this time. Following this he was free from 
significant symptoms until ten months before 
entry when he suffered from occasional shaking 
chills which usually came on about one hour 
after meals, lasted for about an hour and a 
half and terminated spontaneously with a 
drenching sweat. These attacks were sufficient- 
ly severe to cause him to return to his home 
and go to bed. Vomiting sometimes produced 
complete relief. He had four such episodes at 
intervals of about two months, none of them 
associated with actual abdominal discomfort. 
Nine weeks before entry he began to suffer 
from a sensation of generalized abdominal dis- 
tention, occasionally more marked in the epi- 
gastrium, which came on when he arose in the 
morning. This was relieved by the ingestion 
of a small breakfast but recurred shortly there- 
after and usually persisted until he had eaten 
his evening meal. It frequently returned later 
in the evening and occasionally disturbed his 
sleep. Rarely did he feel nauseated or vomit 
during these attacks. His bowel movements, 
which had previously been regular, now became 
costive, requiring a daily cathartic. After six 
weeks they became quite watery and despite the 
cessation of catharties continued so until ad- 
mission. There was no mucus or blood pres- 
ent. Ten days before admission colicky pain 
appeared in the abdomen and the sensation of 
distention became much less evident. The pain 
was relieved by eructation or the passage of 
flatus. After about a week the pains became 
much more severe, recurred every five min- 
utes, and persisted for about one minute. 


Physical examination showed an emaciated, 
pale young man. The skin was warm, dry, sal- 
low, and sealy. The heart and lungs were nor- 
mal. Other than the presence of hernial scars 
no other findings in the abdomen were noted. 
Rectal examination showed small hemorrhoidal 
tabs. The finger nails were cyanotic and thought 
to be clubbed. 


The temperature was 98°, the pulse 94. The 
respirations were 30. 

Examination of the urine was negative. The 
blood showed a red e¢ell count of 4,580,000, with 
a hemoglobin of 65 per cent. The white eell 
eount was 5,950, 67 per cent polymorphonu- 
clears. The stools were yellow, partly formed, 
and contained a large amount of mucus. There 
was no blood, parasites or ova present. Micro- 
scopic examination showed the presence of mod- 
erate amounts of starch and fat. .A Hinton test 
was negative. 

X-ray examination of the chest was nega- 
tive except for areas of calcification in the lung 
roots. A Graham test showed the gallbladder 
to be normal. The urinary tract was normal. 
A barium enema showed the colon to be normal 
except for the cecum, which exhibited slight 
coneavity of its inferior medial aspect. There 
was intermittent spasm of the cecum, and the 


ileum did not fill. A gastrointestinal series was 
normal except for a twenty-four hour retention 
of barium within the loops of what appeared 
to be the ileum. A large amount of gas was 
present in the same region. At the end of forty- 
eight hours the small intestine had emptied. 

On the third day a laparotomy was _ per- 
formed. <A large amount of amber-colored fluid 
was found in the peritoneal cavity. A mass about 
the size of a billiard ball was palpated on the 
right rim of the pelvis, and the terminal eight 
inches of the ileum and the bladder were ad- 
herent to it. The small intestine appeared to 
be very much hypertrophied. <A lateral anasto- 
mosis was made between the terminal ileum and 
the ascending colon. The patient responded 
well postoperatively and was discharged on the 
nineteenth hospital day. 

Second Admission, four years later. 

Following his discharge from the hospital 
the patient had recurrence of the chills noted 
above but these gradually became less frequent. 
He often had rum}ing sensations in both lower 
quadrants which recurred about twice a month. 
Seven weeks before reéntry he was awakened 
in the middle of the night by the first chill he 
had had in two years. Induced vomiting econ- 
sisted of a large amount of undigested food. 
This was followed by profuse perspiration and 
considerable relief. He felt rather listless for 
several days thereafter and then remained well 
until five days before admission, when he had a 
similar chill directly after a meal. There was 
no associated abdominal pain or abnormality 
of the stools. He had lost about seven pounds 
in one year, five of them during the preceding 
two weeks. 

Physical examination showed the patient to 
be thin but in no apparent distress. The heart 
and lungs were normal. The blood pressure was 
120/65. The abdomen was tympanitie and 
shghtly spastic. The abdominal scars were well 
healed. Tenderness was elicited in the right 
lower quadrant. 

The temperature, pulse and respirations were 
normal. 

Examination of the blood showed a red eell 
count of 4,300,000, with a hemoglobin of 70 per 
eent. The white cell count was 11,500) 80 per 
cent polymorphonuclears. The stools were 
brown and liquid. There was no mucus or blood 
present. 

A gastrointestinal series showed that the ileo- 
colostomy was functioning well. The cecum was 
flattened and there was a small pressure defect 
at its apex near the site of the appendix. The 
terminal ileum no longer appeared to be ob- 
structed. The appendix was not visualized. 

On the fourth day a laparotomy was done. 
An indurated mass was found behind the eeeum 
and the terminal ileum. The ceeum was mo- 
bilized and an indurated adherent appendix 
was found lying behind it. This was removed 
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and the area was drained. The patient had a 
moderately febrile postoperative course. The 
temperature varied between 98° and 101° for 
two and a half weeks. He was discharged 
afebrile on the twenty-sixth hospital day. 

Third Admission, one year later. 

About ten days after leaving the hospital the 
region through which the abdominal drain had 
protruded became inflamed. It broke down and 
fecal material drained from it. It remained 
open for a short time and then closed spon- 
taneously. Following this it opened spontane- 
ously at irregular intervals, and occasionally had 
to be opened surgically to allow for drainage 
of accumulated feces. Each time drainage oe- 
eurred he suffered chilly sensations, lassitude 
and malaise for several days thereafter, but 
there was no recurrence of his old symptoms. 

Physical examination showed no change from 
that previously noted except for a small sinus 
wound from which a catheter protruded. This 
was surrounded by a moderately tender, red, 
indurated area. 

The temperature was 99.6°, the pulse 80. The 
respirations were 20. 

Examination of the blood showed a white cell 
count of 11,000, 65 per cent polymorphonuclears, 
12 lymphoeytes, 13 monocytes, 10 eosinophils. 

A barium enema showed a mass which lay be- 
hind the ascending colon opposite the drainage 
tube. The colon was spastie in this region and 
there was evidence of marked mucosal thicken- 
ing. The ileum filled, evidently through the 
ileocolostomy stoma. The terminal portion of 
the ileum was not visualized. 

A laparotomy was performed on the seventh 
day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Ricuarp H. Mituer: This is a long and 
detailed history and I shall not attempt to 
read it all but run over it briefly picking out 
the salient points. 

Four years before entry there was a vague 
story of epigastric distress, not mentioned 
again, and I would assume that he probably had 
a duodenal ulcer, though one cannot be sure. 
It is not of particular significance, I think. Ten 
months before he came in he had the onset of 
shaking chills, followed by drenching sweats, 
occurring once in two weeks. Then the story 
changes. 

‘*‘Nine weeks before entry he began to suffer 
from a sensation of generalized abdominal dis- 
tention, occasionally more marked in the epigas- 
trium, which came on when he arose in the 
morning, and usually persisted during the day.”’ 
The onset of distention, constipation, diarrhea, 
and colicky pain would, to my mind, suggest 
some type of narrowing of the lumen of the 
colon. I should think it meant a partial ob- 


struction. The constipation would suggest that 
and the diarrhea would not, I think, rule it 
out. 


finger nails were cyanotic and thought 
to be clubbed.’’ In this particular case I do 
not know exactly how to evaluate this and will 
pass it over for the moment. 

We find a mild anemia probably of a normo- 
cytic and hypochromie variety and suggesting 
some deficiency. 

The stool examination is not particularly help- 
ful. 


You will note that he had calcification of the 
lung roots, which means to me old and probably 
healed tuberculosis. He had a normal gall- 
bladder, and x-ray shows slight deformity of the 
cecum with some retention of barium which 
would probably mean that there is a lesion in 
or around the cecum causing obstruction at the 
ileocecal valve. 


‘*A large amount of amber-colored fluid was 
found in the peritoneal cavity.’’ This would 
mean either an irritation of the peritoneum 
with an outpouring of fluid, or some interfer- 
ence in the liver; and, ruling out the latter, one 
would assume that some process was taking 
place in the peritoneum that gave rise to an 
exudation. 

‘*A mass about the size of a billiard ball was 
palpated on the right rim of the pelvis, and 
the terminal eight inches of the ileum and the 
bladder were adherent to it. The small intes- 
tine appeared to be very much hypertrophied.’’ 
That means some process, as I said a moment 
ago, near or in the cecum giving rise to a ecer- 
tain amount of stasis in the ileum, and the hy- 
pertrophy of the small intestine can be accounted 
for in that way. Operation was performed at 
this time but inasmuch as this tumor of the 
region of the cecum recurs again in the history 
I will not stop to discuss it at this moment. 

Four years later, having been pretty well, he 
appeared again and stated that seven weeks be- 
fore entry he had another of these chills and 
after this vomited and had profuse perspiration. 
He was well for five days, when the same thing 
recurred. I find it difficult to explain these 
chills and drenching sweats occurring at such 
long intervals. I associate the diseases which 
result in chills and sweats with the frequent oc- 
eurrence of these phenomena, perhaps every day 
or more often, and therefore I do not know ex- 
actly how to explain them; but I feel neverthe- 
less that they are evidence of an infection some- 
where in the body which has not manifested 
itself in any other particular way. 

Physical examination is again negative with 
the exception of tenderness in the right lower 
quadrant. 

I do not look on the laboratory findings as 
particularly significant or indicative. 
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Here again x-ray shows flattening of the 
cecum but the terminal ileum was, as one would 
expect, no longer distended because it was emp- 
tying itself through the stoma. 

I should be inclined to think that the appen- 
dix had nothing much to do with the process. 
I believe it is an infectious condition and it 
may conceivably have started in the appendix 
but I think that is not the primary source of 
the disease. A second operation was now per- 
formed, the appendix removed, and an un- 
identifiable mass discovered behind the cecum. 


He again came back in a year, five vears after 
the first admission. The story is that the wound 
had broken open from time to time and dis- 
charged fecal matter. I should have thought 
that he would have had the malaise before the 
wound was opened rather than afterward. 

The physical examination is not materially 
different from the other times, except that he 
had a slight temperature and a draining wound 
surrounded by a tender, red and indurated 
area. 

The blood examination is interesting, showing 
a white cell count of 11,000. The thing that 
strikes one is the 10 per cent of eosinophils. I 
will refer to that in a moment. 

In order to arrive at a diagnosis in this case, 
it seems to me that first, in the consideration of 
this tumor mass around the cecum, one must 
decide whether it is of a neoplastic nature or 
whether it is of infectious origin. I do not 
think it is neoplastic, and in that term I in- 
clude cancer, sarcoma, Hodgkin’s type of lym- 
phoblastoma, and other tumors of Iymphoid 
tissue. I do not think so because it seems to 
me that any type of new growth would have 
progressed in these five years so far that the 
patient would have had evidence of disease else- 
where in the body or, what is more probable, 
would have been dead. That brings me down 
to the decision that this is a tumor of infec- 
tious origin. What might that be? First of 
all, tuberculosis. Secondly, syphilis; and I am 
eoing to rule out syphilis because he has a 
negative blood test. Thirdly, a nonspecific in- 
fection resulting from the original disease in 
the appendix itself. I am going to rule that 
out because it is so rare and would be so extraor- 
dinary. The occurrence of ten per cent eosin- 
ophils makes one think of some parasitic disease 
and yet there is really no parasitic cisease, 
which I can think of, that would ordinarily 
cause the picture as we see it here. .Actinomy- 
cosis might account for the lesion as it occurs 
in this case, and yet it would be very unusual 
for actinomycosis to remain limited in the re- 
vion of the cecum for five years. We have seen 
a Substantial number of cases of actinomycosis 
and they always progressed to a degree that 
either the patient died of the disease in the 
course of a few months or there have been 
other foci of infection scattered through the 


body which have made the diagnosis more ob- 
vious. I am going to rule out actinomyecosis, 
and that brings me back to what seems the most 
probable diagnosis in this ease, which is tuber- 
culosis. I do not think tuberculosis fits the 
picture entirely but it accounts for the different 
elements of this case better than any other dis- 
ease. I should expect ordinarily in tubereu- 
losis that there would be an ulcer in the cecum 
and the discovery of blood in the stool exam- 
ination. I am surprised that there was no more 
change for four vears following the first oper- 
ation. But I do know that tuberculosis will oc- 
casionally remain more or less dormant for a 
period as long as that and I think it is quite 
conceivable that it may have done so in this 
case. Therefore, I say it is tuberculosis. 

Dr. Tracy B. Mautitory: Perhaps Dr. Hamp- 
ton can give you some help. 

Dr. AuBREY O. Hampton: This man was 
examined several times and we followed him 
with considerable interest. At the first barium 
enema these loops of dilated small bowel and 
this concave pressure defect on the cecum were 
found. The cecum is fairly smooth and there 
is very little spasm at this time. This may in- 
dicate that this is not tuberculosis; the cecum 
being so normal—except for evidence of extrin- 
sie pressure. We could not fill the ileum by 
enema. Barium by mouth filled the ilenm and 
remained there for forty-eight hours and _al- 
though he had pain, as I remember it he did not 
act as though he were actually obstructed. I 
think he tolerated the barium unusually well. 
At the seventy-two hour examination no barium 
was retained. The stomach and duodenum were 
perfectly normal. The chest was normal; gall- 
bladder normal; in fact everything was normal 
except the terminal ileum. 

This is the film taken after the seeond op- 
eration and it just shows the location of the ab- 
scess that was drained. This film was taken 
after lipiodol injection of the abscess and there 
was no doubt about its being behind and lateral 
to the ascending colon. 

At the time of his third admission we filled 
the terminal ileum for the first time. There is 
a grossly irregular constriction of the terminal 
ileum and a. fairly smooth cecum. 

At the time we made the first examination we 
would have agreed with Dr. Miller that this 
disease was tubereulo.is, but that was five vears 
ago and [ think that now we might change our 
diagnosis, in fact we did. 

Dr. Maunory: Have you anythine to add, 
Dr. Miller? 

Dr. Miniter: As a matter of fact I did not 
know you were going to ask me to say anything 
further about the diagnosis and while Dr. 
Hampton was speaking I asked Dr. Smithwick 
what it was, and now I know. But as I reviewed 
it I thought of regional ileitis and ruled it out 
because I rather felt that the mass must be in 
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the cecum. I interpreted the thickening of the 
ileum as being due to the hypertrophy from 
constant working against obstruction. 


CLINICAL DiIscussION 


Dr. H. Smiruwick: If the opera- 
tive findings of the second and third operations 
had been more fully described in the summary 
I am sure Dr. Miller would have reached the 
correct diagnosis. 


This case was a very interesting one to us 
who saw the patient for a period of six years. 
When he first came to the hospital he presented 
the picture of chronic obstruction of the small in- 
testine. At the first operation his small intestine 
was tremendously hypertrophied and thickened 
throughout. In the right lower quadrant was 
a mass which, as I remember it now, was the 
size of a small grapefruit—a little larger than 
that described in the record—and also it could 
be felt by rectum before operation. At opera- 
tion about a foot of small intestine was very 
adherent and ran around medially to the mass. 
The bladder was drawn over it and it was im- 
possible to tell what it was except that it ap- 
peared to be behind and beneath the terminal 
ileum. The cecum was slightly thickened but 
apparently only by continuity to the mass. I 
think if that had been brought out it would have 
been obvious that the disease was not primary 
in the cecum. However, we had no idea what 
it was at that time and the only thing to do was 
to short-circuit this area, which was done, and 
he made a satisfactory convalescence and re- 
mained well for several years. 


Dr. Minter: What was the mass? 


Dr. SmirHwick: It was a chronic inflam- 
matory mass, the character or origin of which 
we could not interpret. It gradually and en- 
tirely disappeared so far as one could tell on 
abdominal and rectal examination. In the course 
of two or three months after his short circuit- 
ing operation he felt so well that he went back 
to work and he was loathe to have anything 
further done at that time. At the end of four 
years, however, he began to lose weight, was 
tired, had anemia, chills and fever, and became 
so run down that further operation became nee- 
essary. 


At the second operation, some four years later, 
there was no very large mass. When this was 
exposed, as contrary to the summary here, an 
abscess was found beneath the terminal ileum. 
The abscess cavity contained about two ounces 
of thick pus and in this cavity lay a thickened 
appendix. In the wall of the appendix was an 
opening, in other words a fistula into the ap- 
pendix, and apparently this pus was draining 
back into the intestine, probably through the 
appendix; although, as Dr. Miller pointed out, 


I do not believe and did not think at that time 
that the appendix was the origin of the abscess. 
In the presence of this abscess and thick pus it 
seemed inadvisable to resect the terminal ileum 
and colon at that time. Therefore, the abscess 
was drained and, as the record shows, it kept 
opening and discharging; and the record is cor- 
rect in saying that after the abscess had dis- 
charged he felt much worse than before. He 
began to feel very miserable for a week or ten 
days every time we opened the fecal fistula and 
the abscess discharged. 


At the third operation he had a large abscess 
which ran up behind the ascending eolon, up 
to the third portion of the duodenum. At that 
time he was so miserable that something radical 
had to be done. The terminal ileum, cecum and 
ascending colon were removed. In separating 
the transverse colon and hepatie flexure from 
the duodenum a large opening was made in the 
second portion of the duodenum, because it pre- 
sented as a part of the chronic inflammatory 
wall of the abscess cavity. Whether there was 
an actual fistula into the duodenum at this point 
before operation, I am not sure. Anyway, this 
hole in the duodenum was closed with great dif- 
ficulty and at the time it did not seem a very 
satisfactory closure. His terminal ileum and 
right colon were removed and anastomosis was 
not done at that time. They were brought out 
of the upper end of the incision a la Mikulicz. 
He made an uneventful convalescence. Surpris- 
ingly enough the duodenum did not break open. 
He developed no duodenal fistula and later on 
the colostomy was closed. 


At the third operation it was obvious that the 
process was regional ileitis. At the time of the 
first operation I had never heard of that disease. 
At the second operation we thought that diagno- 
sis probable, and at the third operation it was 
perfectly obvious that that was what it was, 
and there were fistulae between the loops oi 
small intestine and large intestine and this 
large abscess behind the descending colon, whieh 
represents practically all of the multiple com- 
plications and features of this disease which 
now is fairly frequently recognized but rarely 
seen in this form. Usually it is an acute ab- 
dominal emergency and usually the patients 
are operated on for acute appendicitis and an 
area of thickened terminal ileum, often with 
fibrin on its surface, is found. This represents 
the end result of treating these patients with 
multiple stage operation. I believe the present 
feeling is that immediate one-stage resection and 
anastomosis when the condition of the patient 
is satisfactory is perhaps the best way to do it 
because the longer you leave the lesion untreated 
the more complicated the process can become; 
so many fistulae form between the loops of ad- 
jacent duodenum and bowel. 
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PREOPERATIVE DIAGNOSES 


First Operation: Intestinal obstruction. 
Second Operation: Subacute appendicitis. 
Third Operation: Fecal fistula. 


Dr. Ricuarp H. MiILuer’s DIAGNosIs 


Tuberculosis of the cecum and surrounding 
tissues. 


PATHOLOGIC DIAGNOSIS 


Regional ileitis. 


PATHOLOGIC DiIscUssION 


Dr. MAuLory: The resected specimen showed 
about what these cases usually do. The last 
portion of the ileum was markedly thickened, 
the wall very edematous. There were no per- 
forations or open fistulae, the mucosa was deep- 
ly uleerated and showed numerous tabs of 
hemorrhagic granulation tissue replacing the 
epithelium. The histologic picture of these 


cases varies a good deal from case to case. Char- 
acteristic of many of the cases is the finding of 
eollections of foreign body giant cells which 
sometimes simulate tuberculosis very closely and 
undoubtedly in the past some of these cases 
have been mistaken for tuberculosis. In this 
particular case that was not a prominent fea- 
ture and one would not even think of tuber- 
culosis from the histologic picture. 

Whether the appendix was involved by the 
same process I am not quite sure. On _ look- 
ing over the sections again it seems to me that 
the appendix is a little peculiar in type. The 
mucosa is hemorrhagic, whereas the rest of the 
appendix shows only a subacute infection. I 
might say that in the inflammatory cells in both 
the ileum and the appendix eosinophils are 
very numerous, so that probably correlates with 
the high blood eosinophilia. 

The cecum as usual was entirely negative. 
Occasionally the process has been reported to 
involve the cecum but in most instances it stops 
short at the ileocecal valve. 
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“A DOCTOR'S ODYSSEY” 


Dr. Le Roy Crummer, physician, teacher, and 
collector of old) books, died in January 1934. 
Shortly after his death, on February 15, a brief 
review of his life and work was published in The 
New England Journal of Medicine, augmented 
by an appreciation of the man written by Mr. J. 
Christian Bay, librarian of the John Crerar Li- 
brary in Chicago. To Bay’s thoughtful essay 
are now added the estimations of others, in the 
form of a book*, supplemented with a brief life 
of Dr. Crummer and a partial description of 
his books. Even more important than the trib- 
utes paid him by his friends are the numerous 
letters from and to Crummer which depict his 
world-wide travels, his flair for book-collecting 
and his love of life as a humanitarian. 

In the course of twenty-five vears Dr. Crum- 
mer built up a superb collection of books on the 
history of medicine. Beginnine with a few 

*Beaman, A. Gaylord. <A Doctor’s Odyssey: 
Record of Le Roy Crummer: Physician, 


Artist in Living, 1872-1934. Baltimore: 
Press, 1935. Frice, $2.50. 


A Sentimental 
Author, Bibliophile, 
The Johns Hopkins 


standard reference works, he soon completed, 
except for one edition, all the printings of Sir 
Thomas Browne’s Religio Medici and added the 
American medical classics of Drake, Rush, Mor- 
gan and others, ninety per cent of the great 
anatomies mentioned by Choulant in his 
Geschichte der Anatomischen Abbildung, every 
edition of the works of Gideon Harvey, many 
of the publications of Paracelsus, Paré, Jenner, 
Sydenham, Bright, the Hunters and numerous 
other great physicians. We now know what 
has happened to most of this great collection, 
for it has enriched the libraries of the Univer- 
sity of Nebraska Medical School at Omaha and 
the University of Michigan at Ann Arbor. 
Omaha received the Americana and most of the 
books printed after 1640, while the bulk of the 
collection, including about five thousand por- 
traits of physicians, is now in Ann Arbor. Two 
catalogues of the collection were issued by his 
wife: one in mimeograph in 1925 and a second, 
printed in 1927. Each was limited to one hun- 
dred copies and they are now almost as hard to 
come by as some of Crummer’s own books. 


Thus gradually great private collections are 
added to permanent shelves, making the value 
of each rare book proportionately greater. With 
the Osler books in Montreal, the Streeter col- 
lection in New York, Jacobs’ in Baltimore, 
Crummer’s in Omaha and Ann Arbor, only a 
few outstanding medical libraries in this coun- 
try are now in private hands. With two more 
great libraries almost on University shelves, it 
is indeed an expensive time for book-colleetors 
but a glorious epoch for students of medical his- 
tory. Canadian and American medical life has 
been made richer by Osler and Crummer, and 
men of their stamp, who have seen the need of 
such collections and, withal, have enjoyed the 
fun of book hunting and book bargaining. That 
men as far apart as Crimmer and Osler could 
each find joy in building up great libraries. 
speaks well for such an avocation for the physi- 
cian. 


THE MANHATTAN MEDICAL SOCIETY 


THe Manhattan Medical Society. founded 
in 1930 by Negro physicians of New York, has 
recently found it desirable to publish a pam- 
phlet detailing its past, present and future ac- 
tivities. The main purpose of this brochure is to 
expound the conception of the Society of the 
Negro physician’s place in the community; its 
thesis is an emphatic protest against any and 
all forms of segregation based on color. 

Particularly abhorrent to the Society is the 
activity of the Julius Rosenwald Fund in es- 
tablishing and aiding in the establishment. of 
Negro institutions and hospitals. According to 
an open letter to Mr. Edwin R. Embree, presi- 
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dent of the Julius Rosenwald Fund, ‘‘The Ro- 
senwald hospitals are ‘Jim-crow’ in spirit and 
‘Jim-crow’ in fact, and they establish in the 
minds of the white doctor and citizen a superi- 
ority complex and they also establish in the 
minds of the colored doctor and colored citizen 
an inferiority complex.’’ 

Other causes of discontent are variously dealt 
with; the staffing of Veterans’ hospitals and the 
activities of the Harlem Health Center. 

The question of Afro-American relations has 
long remained a vexing discussion and no im- 
mediate solution is in sight. Temperate and 
thinking members of neither race would care to 
see the Negro’s opportunities bounded by any 
limits other than his own abilities. The means 
of producing these opportunities is not so clear- 
Iv seen. Unfortunately certain social preju- 
dices exist and must be faced. 

It would be well, occasionally, to call back to 
mind the words of Booker T. Washineton in 
his great Atlanta speech in 1895: ‘‘In all 
things that are purely social we can be as sep- 
arate as the fingers, vet one as the hand in all 
things essential to mutual progress. 

‘*There is no defence or security for any of 
us except in the highest intelligence and devel- 
opment of all. If anywhere there are efforts 
tending to curtail the fullest growth of the 
Negro, let these efforts be turned into stimulat- 
ing, encouraging, and making him the most 
useful and intelligent citizen. Effort or means 
so invested will ay a thousand per cent inter- 
est. These efforts will be twice blessed— bless- 
ing him that gives and him that takes.’ 

‘There is no escape through law of man or 
God from the inevitable :— 


The laws of changeless justice bind 
Oppressor with oppressed ; 

And close as sin and sufferine joined 
We march to fate abreast.”’ 


Che Massachusetts Medical Soriety 


ANNUAL MEETING OF THE 
MEDICAL SECTION 


Tue primary object of the Annual Meeting of 
the Massachusetts Medical Society is to enable 
the members to foregather in good fellowship, to 
renew old acquaintances and to make new 
friends among the physicians drawn to the meet- 
ing from all parts of the state. It is fitting 
that the meeting this year should be held in 
Sprinefield not only to permit the attendance 
of many men from the western part of the state 
who otherwise would find it difficult to be pres- 
ent, but also to shake members from the eastern 
districts out of their medical ruts and allow 
them to enjoy the admirable medical and civic 
hospitality which will be offered. 


The chief attractions on the program are the 
papers which are presented before the various 
sections. The quality and character of these 
papers determine to a large extent the success 
of the meeting. The program of the Section on 
Medicine has been so planned that it will appeal 
to all who attend. The general practitioners, 
who will constitute the larger percentage of those 
in attendance, will find material that is of prac- 
tical value presented by experts who speak their 
language. The specialist and more scientifical- 
lv minded clinician will find information that 
is both timely and authoritative. The program 
has not been arranged with the purpose of pre- 
senting speculative medical hypotheses with in- 
tricate experimental procedures and results. To 
broaden the scope of the discussion no attempt 
has been made to arrange a symposium on one 
subject, but topics have deliberately been cho- 
sen from several fields. 

Pathological states dependent on or condi- 
tioned by industrial hazards are assuming an 
increasing importance in medicine today. Dr. 
Alice Hamilton, the well-known authority in this 
field, will speak on some phase of the subject. 

Angina pectoris is a condition which is exact- 
ing its toll throughout this State as elsewhere. 
Any presentation of the successful management 
of this condition will be appreciated. It will 
be particularly pertinent, therefore, to have the 
views of Dr. John Sproull of Haverhill who 
combines the standpoint of the general practi- 
tioner and the expert in the subject. 


There is no clinician who has not been con- 
fronted with the problem of whether a transfu- 
sion may not be indieated, and all such will be 
helped by the authoritative discussion of Dr. 
Arhe V. Bock of Cambridge on the uses and 
abuses of this procedure. 

There is hardly a field in medicine in which 
more experimental and clinical work has been 


}done in recent years than in liver disease. New 


theories of etiology, new Classifications, new 
tests of hepatic function are all so numerous that 
it is difficult to winnow the wheat from the 
chatf. Dr. Chester M. Jones of Boston will sum- 
marize some of the newer knowledge in this 
field. 

In spite, or perhaps because, of the fact that 
salt is sueh an integral part of our normal diet, 
physicians have paid very little attention to the 
proper administration of sodium chloride in dis- 
ease states and the rules they follow are more 
likely to be founded on tradition than on mod- 
ern scientific knowledge. Much can be done to 
enhance the comfort of patients, to control svmp- 
toms and even to ameliorate the course of dis- 
ease by a proper appreciation of the use of this 
ubiquitous and very necessary substance. Dr. 
Allen S. Jolimson of Springfield will present a 
paper on sodium chloride therapy. 
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THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors : 


Haypen, E. Parker. A.B., M.D. Columbia 
University College of Physicians and Surgeons 
1919. F.A.C.S. Assistant Surgeon, Massachu- 
setts General Hospital. Assistant in Surgery, 
Harvard University Medical School. His sub- 
ject is Cancer of the Rectum and Sigmoid. Page 
401. Address: 270 Commonwealth Avenue, 
Boston, Mass. 


Marks, Josepn H. B.A., M.A., M.D. Har- 
vard University Medical School 1929. Roent- 
genologist, Truesdale Hospital, Fall River, Mass. 
His subject is Calcification in the Annulus 
Fibrosus of the Mitral Valve. Page 411. Ad- 
dress: 151 Rock Street, Fall River, Mass. 


Quinpy, C. M.D. Harvard Uni- 
versity Medical School 1902. F.A.C.S. Clinical 
Professor of Genito-Urinary Surgery, Harvard 
University Medical School. Urologist, Peter 
Bent Brigham Hospital, Boston, Mass. His sub- 
ject is Urologie Aspects of Vesicovaginal Fistula. 
Page 415. Address: Peter Bent Brigham Hos- 
pital, Boston, Mass. 


CuristiAN, Henry A. A.M., LL.D., Se.D. 
(Hon.), M.D. Johns Hopkins University School 
of Medicine 1900. Hersey Professor of Theory 
and Practice of Physic, Harvard University 
Medieal School. Physician-in-Chief, Peter Bent 
Brigham Hospital. His subject is Types of 
Edema and Their Treatment. Page 418. Ad- 
dress: Peter Bent Brigham Hospital, Boston, 
Mass. 


McPartTLANpD, Patrick F. M.D. University 
of Maryland School of Medicine and College 
of Physicians and Surgeons (Baltimore Medical 
College) 1905. F.A.C.S. Attending Surgeon, 
St. Francis Hospital, Hartford, Conn. His sub- 
ject is Presidential Address. Page 422. Ad- 
dress: 410 Asylum Street, Hartford, Conn. 


The Massachusetts Medical Saoriety 


SECTION OF OBSTETRICS 


AND GYNECOLOGY* 


Cc. J. KickHam, M.D., R. S. Titus, M.D., 
Chairman Secretary 
524 Commonwealth Ave., 472 Commonwealth Ave., 
Boston, Mass. Boston, Mass. 


Diet AND PREGNANCY 


The ideal diet during pregnancy is one which 
provides all the essentials, eliminates the un- 


*A series of short selected articles by members of the Section 
is being published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 


essentials, and keeps the patient from gaining 
too much weight. Diet is no problem in the nor- 
mal pregnancy during the first three months. 
The average patient keeps herself well by eat- 
ing frequently every one and one-half hours or 
every two hours rather than three times a day, 
and usually eating anything that she wants to 
eat. The only aim at this time is that food 
shall be eaten. The question of weight at this 
time does not arise because it is the unusual 
patient who gains much of any during the first 
three months. The average patient, eating more 
than she normally would eat, doing much less 
than she normally would do, because of the de- 
mands of pregnancy for rest, and losing no 
meals, often loses, and very, very rarely gains 
much of any weight. 

After the need of frequent meals to control 
the normal nausea and vomiting of pregnancy 
has passed, the question of what to eat and how 
much to eat arises. An ideal diet is a mixed 
diet containing protein, carbohydrate, fat, cal- 
cium and vitamins in sufficient quantity to pro- 
vide for the growing fetus and at the same time 
keep the mother’s weight from increasing un- 
necessarily. As the average patient gains none 
during the first three months in pregnancy so 
does the average patient gain very little the 
last ten days or two weeks of pregnancy, unless 
she develops edema; so it is between three and 
one-half and eight and one-half months that the 
question of excessive weight .is to be fought 
against. One-half pound a week gain during 
these months allows the patient to maintain al- 
most her normal weight. What she puts on is 
mostly pregnancy. 


The average caloric need for twenty-four 
hours, without putting on excessive weight, is 
met by the ingestion of, first, a quart of skimmed 
milk. This may be taken raw or used in soups. 
It contains protein, carbohydrate, very little fat 
and plenty of calcium. Orange juice, because 
it contains calcium and carbohydrate, should be 
used in generous quantities. Tomato juice, 
rich in vitamins, should be taken once or twice 
a day. Beyond the carbohydrate found in milk, 
orange juice and tomato juice, the five and ten 
per cent vegetables, taken in liberal quantities, 
provide all the additional carbohydrate that is 
necessary, without putting on unnecessary 
weight. 

Protein is a constituent of milk, beef, chicken, 
lamb, fish and eggs. The pregnant patient 
needs a lot of protein, and protein is protein 
whether it is taken in the form of milk or in 
the form of meat. It is an old-fashioned idea 
that meat should be restricted, and the average 
pregnant patient should consume daily at least 
three-quarters of a pound of beef or its equiva- 
lent. Liver, sweetbreads and kidneys, because 
of their blood-stimulating properties, are foods 
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which pregnant patients should eat frequently. 
One of the three of these twice a week is almost 
an essential. Fat-free cottage cheese is one 
method of supplying plenty of protein. 

Fat is necessary in only small amounts, and 
is best obtained by eating a pat of butter with 
each meal. Fried foods, pork and fat on meat 
are contraindicated. 

On a diet mixed with the above-mentioned 
foods, the average patient is perfectly happy, 
gains satisfactorily, keeps down her increase in 
weight to the minimum, saves energy by not 
wasting energy in storing up too much fat, saves 
fatigue by not carrying around the unnecessary 
burden which an abnormal gain in weight neces- 
sitates. 

Between meals a glass of skimmed milk and 
a few rye crisps appease hunger, relieve indiges- 
tion and do not add weight. Of course, there 
are pregnant patients who gain very little no 
matter what they eat. If they will eat the es- 
sentials and not gain much weight, it does not 
make any difference what other foods they eat, 
but the patient who adds too much weight usu- 
ally gains because she eats too many carbohy- 
drates, and if the increase in weight is ex- 
travagant, all bread, potato, thick soups with a 
flour base, marmalade, canned fruits, preserves, 
eandy, and excessive fat should carefully be 
eliminated. 

At present there is no way by diet of specific- 
ally limiting fetal weights. It is a fair assump- 
tion that if the mother is not gaining inordinate- 
ly, her baby is not gaining too much, but this 
is only an assumption. 

The need of iron during pregnancy has been 
well established and all pregnant patients, al- 
though they are on a good, mixed diet, which 
should provide all the iron that they need, 
should take some form of ferrous sulphate, the 
equivalent of 12 grains a day. This keeps the 
blood picture at a normal level and does away 
with the secondary anemias that may otherwise 
result. 

From the standpoint of calcium metabolism, 
in this climate, when the amount of sunlight is 
not to be depended upon, patients should rou- 
tinely take some form of haliver oil. 

Condiments may be taken as desired with the 
exception that salt should never be eaten lav- 
ishly. 


FELLOWS, TAKE NOTICE! 


AN analysis of the unpaid annual dues of 
Fellows of the Massachusetts Medical Society is 
underway. By vote of the Council, the names 
of those Fellows whose dues have not been paid 
by March 2 will be taken from the mailing list 
of The New England Journal of Medicine. 

Fellows are urged, therefore, to pay promptly 
their annual dues to their District Treasurers so 


that their names will not be removed from the 
mailing list. 

Delay in making payment leads to disappoint- 
ment on the part of Fellows who will not, there- 
fore, receive the Journal. 

Treasurers, also, of the several District Medi- 
cal Societies should forward to the Treasurer of 
the Massachusetts Medical Society a record of 
all payments of annual dues. 


BOSTON MEDICAL LIBRARY 


Dr. Ricard Briant, 1789-1858 


Ir is so frequently the case that a man’s 
name becomes associated with some one disease 
or even a particular symptom, that the gen- 
erality of physicians may be unaware that the 
particular discovery was only one of many 
made by the individual in question. It, further- 
more, not infrequently happens that the ob- 
servation which becomes attached to the name 
is of less importance than some other discover- 
ies he may have made. What is pretty certain- 
ly true is that whatever it may have been which 
has been singled out and associated with the 
observer’s name, was found out as the result, 
not of chance alone, but in consequence of per- 
sistent and painstaking study on the part of the 
individual so distinguished. It is, therefore, 
important that this fact should not be too 
heedlessly passed over if we are to arrive at the 
true significance of the lives of those who have 
made a reputation for themselves in the medi- 
cal world. It cannot be too strongly emphasized 
that no real advances can be made in the 
progress of medicine without someone putting 
in hard and time-consuming drudgery and it 
is to those who are not discouraged by repeated 
failures that reward for their effort ultimately 
comes. 

This was notably the case with Richard 
Bright. Born in Bristol, England, in 1789, he 
began a medical education so far as its prelim- 
inary stages were concerned, at Edinburgh and 
continued it later in London. In 1808, he 
matriculated in the arts course at Edinburgh 
under Dugald Stewart, Playfair and Leslie and 
a year later joined the medical school under 
Monro, Hope and Dunean. Fondness for travel 
led him to interrupt the courses at Edinbureh 
for a year which was passed in Iceland studying 
botany and zoédlogy. Returning to London, 
medical studies were resumed under Currie and 
Babington and, through the latter, interest 
was aroused in geology. It was during this 
period that he is supposed to have been stim- 
ulated by Sir Astley Cooper to study pathology. 
Besides Cooper’s influence, Travers and Clines 
were important factors in shaping his eareer. 
In 1812, after returning to Edinburgh, medical 
studies were undertaken with the then celebrated 
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Dr. Gregory. Interest in the study of geology 
and natural history was continued under Pro- 
fessor Jameson. 

After graduation here in 1813, two terms 
were spent at Cambridge but, not being able to 
follow up his interests there, he again went to 
London te work in the Dispensary with Dr. 
Bateman. The urge for travel induced him to 
spend the winter of 1814-15 in Berlin and Vi- 
enna, studying particularly with Hildenbrandt. 
On the way home, he visited Hungary and stop- 
ped at Brussels, which place was reached shortly 
after the battle of Waterloo. Here time was de- 
voted to study among the many sick and wound- 
ed in the hospitals of that city. Upon a third re- 
turn to London, he became attached to the Lon- 
don Fever Hospital and the Public Dispensary. 
At the Fever Hospital, fever was contracted 
which threatened to end his career. This experi- 
ence was made an oceasion for again undertak- 
ing a continental travel tour, visiting France, 
Italy and Germany. 

In 1820 he finally settled in London, was 
elected to become an assistant physician at Guys’ 
Hospital where the most arduous years of his 
life were destined to be spent. During a contin- 
ued service in this institution until 1843, ad- 
vancement at first from the position of assistant, 
to full physician and after 1840 to consultant, 
followed. He was instrumental in building up 
the reputation of the medical school of Guy’s 
Hospital, largely through indefatigable energy. 
Besides giving prepared lectures, he spent for 
several years, six hours a day in the wards and 
postmortem rooms of that institution. As an ex- 
positor of knowledge, he was not in the same 
class as some of his colleagues with whom, how- 
ever, he worked in harmony. 

It was from the wards of Guy’s and its post- 
mortem room that the data were accumulated 
that enabled him, in 1827, to identify the pres- 
ence of albuminuria with pathological conditions 
in the kidneys. The presence of a coagulable al- 
bumin in the urine had been recognized for 
generations but its association with kidney le- 
sions had never been demonstrated. As a re- 
sult of repeated observations, he was able to an- 
nounce that he had never seen a coagulable al- 
bumin in the urine of a patient, whose kidneys 
were subjected to examination, that did not have 
a demonstrable lesion of the kidney substance 
and it must be remembered that this conclusion 
was reached almost wholly from a study of gross 
pathology. Besides this work on the kidney, he 
made numerous other important observations. 
He was not a theorizer but a very keen observer 
and had the happy faeulty of synthetizing his 
observations. 

Brieht was one of the first to describe acute 
vellow atrophy of the liver and the first to call 
attention to the frequent association of a heart 
murmur with chorea. Lack of ability to teach 


made him less well known among his English 
colleagues than his more brilliant associate at 
Guy’s, Dr. Addison, but he was far better known 
abroad. He wrote quite extensively for cur- 
rent periodical literature and was the author 
of two or three books, the most important  be- 
ing a two volume collection of ‘‘Reports on 
Medical Cases’’, said to be the most important 
contribution to the subject of morbid anatomy 
ever made by any one person in England. From 
the time in 1836 that Guy’s Hospital Reports 
were first published, Bright was a frequent 
contributor. In 1816, he was admitted as a 
licentiate of the College of Physicians and be- 
came a Fellow in 1832. He gave the Gulstonian 
lecture in 1833, and in 1837 was the Lumlian lec- 
turer upon ‘Disorders of the Brain.’’ 


When Queen Victoria came to the throne in 
1837, Bright was appointed physician extraor- 
dinary. The Royal Society honored him with 
membership in 1821 and at about the Same time 
he was awarded a medal by the Institute of 
France. He did not make such a brilliant and 
rapid rise to prominence in practice in London 
as many another but eventually was probably 
consulted upon more important cases than any 
of his contemporaries. He had an attractive 
personality, was a linguist of note, cultivated 
in art and had considerable technical ability as 
an artist, was well informed in two or three 
sciences and had profited much through travel 
and his social connections. Withal, he was sim- 
ple, gracious and tactful in all contacts with 
his fellow man. At his death, which occurred 
on the sixteenth of December, 1858, he was sur- 
vived by his second wife, three sons and two 
daughters. One son was at one time Master 
of University College at Oxford and another 
was a physician practicing in Cannes. Though 
he was not to be classed as a brilliant man, his 
work upon the diseases of the kidney has ranked 
him alone with Laenneec, as one of the two 
physicians who contributed the most valuable 
discoveries in the first half of the nineteenth 
century. Certainly he has earned a place among 
the first fifteen or twenty on the roster of out- 
standing English physicians. 


MISCELLANY 


RADIO BROADCAST 
February 8, 1936 


Yankee Network 


Introduction by Radio Announcer. 
Ladies and Gentlemen: 
For the next thirty minutes the facilities of this 
Station have been placed at the disposal of the 
Massachusetts Medical Society. This organization 
is represented here tonight by its President, Dr. 
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Charles E. Mongan, of Somerville; by its Secretary, 
Dr. Alexander Begg, of Boston, and by the Chairman 
of its subcommittee on Social Legislation and In- 
surance, Dr. Michael A. Tighe, of Lowell. 


Dr. Begg is the Dean of the School of Medicine 
of Boston University. Dr. Mongan and Dr. Tighe 
are practicing physicians of many years’ standing, 
and both are Fellows of the American College of 
Surgeons. All three are members of the American 
Medical Association and are generally recognized 
by their professional brethren as well qualified to 
present the views of the Massachusetts Medical So- 
ciety in the matter of Compulsory Sickness Insur- 
ance—the subject of this broadcast. 


You will first hear from Dr. Mongan, who will 
speak to you briefly about the history, aims, and 
Lurposes of the Massachusetts Medical Society. He 
will then develop the subject matter of the broad- 
cast by means of certain questions to which Doctors 
Begg and Tighe will respond. 

May I present Dr. Charles E. Mongan, President 
of the Massachusetts Medical Society. 

Dr. Mongan: 

The Massachusetts Medical Society, numbering 
5,106 members, was founded in 1781. It is the old- 
est Medical Society in the United States with a 
record of uninterrupted meetings from its incor- 
poration to the present time. Its life is nearly co- 
incident with that of the Republic. At the time of 
its incorporation, there were only two Medical 
Schools in the Country, one at New York and one 
at Philadelphia; and many of the thirty-one incor- 
porators of the Society obtained their medical 
training in foreign countries. 

The Massachusetts Medical Society has, since its 
earliest days, stood for the highest ideals in medi- 
cal standards. It has insisted that the practition- 
ers of medicine should have some premedical edu- 
cation. When our Society was first organized, 
strange as it may seem to us of the present day, 
there were some practitioners of medicine who were 
almost illiterate. The Medical Society's aim was 
to improve medical education, to guide the progress 
of medical practice, to eliminate charlatans and 
quacks by insisting upon sane and scientific meth- 
ods in the practice of medicine, and to create, as 
soon as possible, a medical school where the future 
practitioners of medicine might be trained. 

The Society took interest, very early, in matters 
of Public Health. In 1842, it successfully petitioned 
the Legislature to pass a law compelling the re- 
porting of births, marriages, and deaths. It was 
one of the earliest societies to take an active in- 
terest in the reduction of deaths trom pulmonary 
tuberculosis, and through its efforts, a system of 
state hospitals for the care of the tuberculous was 
instituted in Massachusetts. Through the efforts 
of one of its former Presidents, Massachusetts was 
the first of all the States to adopt humane methods 
in the care of the insane. Sanitation and pure 
water supply for human consumption have been ad- 
vocated by the Massachusetts Medical Society. 

The Massachusetts Medical Society was instru- 


mental in the establishment of the Massachusetts 
State Board of Health in 1869. This was the first 
Board of Health in the United States of America. 

Time will not permit me to elaborate von all the 
Acts which the Massachusetts Medical Society has 
sponsored for the health of the people, but allow 
me to say that the same care and vigilance for pub- 
lic welfare is alive in the Society today. The 
Economic Security Act, which recently passed the 
House of Congress, is one of the most important 
pieces of legislation of recent times, for most of the 
text of this Act concerns the health of the people 
and promises economic security to the aged. 

The proper administration of this Act calls for 
the codperation of the medical profession, especial- 
ly in the fields of maternity welfare, child welfare, 
crippled children and sickness. Tonight we will 
discuss with you that portion of the program which 
has not been announced, but is being considered. 
We will try to give you a fair statement concerning 
Compulsory Sickness Insurance. 

First, Compulsory Sickness Insurance means that 
a certain low income group of the citizens of Mass- 
achusetts must be insured against the hazards of 
sickness. This low income group is sometimes de- 
fined as those who earn $3,000 a year or less, or the 
aggregate earnings of the family are $3,000 or less. 
Domestic help, farm help, casual workers and cer- 
tain municipal State and Federal employees are 
exempt from the provisions of the proposed law, 

In the set-up of such insurance, the employer con- 
tributes a certain amount, the employees an equal 
amount, and the Government an amount, which 
when added to that obtained from the other two 
sources, will perpetuate the system. 

It would seem then that the general idea of 
Compulsory Sickness Insurance is to provide first- 
class medical care for those economically unable to 
provide it for themselves, and to do it by spreading 
the costs over such great numbers as to make the 
costs to the individual relatively small. 

QUESTION PERIOD. 

Dr. Monegan: 
Tighe? 

Dr. Tighe: I think that they are, Dr. Mongan. 

Dr. Mongan: Well, Dr. Tighe, this sounds like 
a pretty good thing. 

Dr. Tighe: Yes, Dr. Mongan, the wisdom of this 
as a statement of an ideal cannot be questioned, 
and it would be most difficult to find any doctor 
who was not in entire sympathy with such a _ pro- 
posal. However, thinking men are wont to distin- 
guish between a stated ideal and the application of 
that ideal to everyday life. As a distinguished 
Massachusetts editor recently put it: “Man does not 
perform his tunctions in a vacuum.” 

In the field of human relations, there are frictions 
which are just as constant as those encountered in 
mechanics, but with this difference, that, whereas 
mechanical frictions can be reduced to a constant 
mathematical minimum, those developed as the re- 
sult of human relationship in complex society can- 
not. 


Are my statements correct, Dr. 
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Fifty years’ experience with Compulsory Sickness 
Insurance in Germany and twenty-five years’ eX- 
perience in England have clearly demonstrated that 
this ideal, which is so very attractive in the ab- 
stract, has not been, and cannot be realized in prac- 
tice. 

Dr. Mongan: Dr. Tighe, will you tell something 
more about these human relation frictions? 

Dr. Tighe: In the first place, Dr. Mongan, there 
has never been a demand on the part of the people 
for Compulsory Sickness Insurance. Secondly, pc- 
litical expediency represents its parentage. Fifty 
years ago, Bismarck used it in an attempt to de- 
stroy the growing influence of the Social Democrats. 
Twenty-five years ago, Lloyd George picked it up 
and waved it in all the glory of its idealism before 
the English workman, when he found himself in 
such a tight political position that he needed the 
workman’s vote to maintain his control of the Eng- 
lish Government. Thirdly, everyone knows that 
whenever politics touch the ideal, the ideal is 
usually sacrificed on the altar of expediency. Again, 
Labor has always been more interested in a steady 
job at a decent wage than in the soup kitchen. 
Again, the man of labor, given the opportunity to 
support himself and family decently, will do a pret- 
ty good job in the care of the intimacies of his 
home. He wants the doctor of his own choice to 
care for him and those he loves. He wishes that 
doctor to be responsible to him and not to a politi- 
cal bureaucrat. In other words, he is strongly in 
favor of the law which makes his home, his castle! 

Labor knows that it pays not part, but the whole, 
of the Compulsory Sickness Insurance Bill inclu- 
sive of its tremendous administration costs. Labor 
knows that the employer’s share is not a gift, but 
something either taken out of wages or tacked on 
to the cost of the article produced, which in turn 
labor must buy. He knows that he must likewise 
pay the government’s share either directly or indi- 
rectly through taxation. He knows how top-heavy 
and shot through with bureaucracy the adminis- 
tration of such systems becomes. He knows that 
in Germany, for every doctor giving medical service, 
the politicians have matched that doctor with an 
administrator. It takes as many administrators in 
Germany to administer the act as it does doctors 
to care for the sick. He knows that there are 3,000 
sections to the German Laws on Compulsory Sick- 
ness Insurance, and he fully appreciates the difficul- 
ties which confront the average workman in seek- 
ing his rights in the presence of such complicated 
legal machinery. He knows that during the last 
year, for every dollar spent on the insured English 
workman, fifteen cents was spent on administra- 
tion. And finally, he thinks $23,800,000 is a pretty 
large sum to spend on the administration of this 
system, which, at the best, provides him with sec- 
ond-class medical care. 

Dr. Mongan: I think you make it rather clear, 
Dr. Tighe, why American Labor has been so cool 
toward this type of legislation. Will you kindly 
proceed? 


Dr. Tighe: It is human nature to want to get 
something in return for one’s expenditure. In this 
way, those pretending to be sick are encouraged. 
The temptation to dishonest practices, on the part 
of the patient and doctor alike, is everywhere rec- 
ognized as one of the great evils of Compulsory 
Sickness Insurance. 

Dr. Mongan: The English system, Dr. Tighe, is 
being talked of as the model for the proposed 
American plan. May I ask you some questions 
about this English system? 

Dr. Tighe: Yes, indeed, Dr. Mongan. 

Dr. Mongan: Is the English workman’s health 
better since he had insurance? 

Dr. Tighe: It is not, and if we are to accept the 
figures of the British Minister of Health, for a six- 
year period, 1921 to 1927, we must arrive at one 
of two conclusions; either his health is very much 
worse or he has developed malingering to a fine 
art. These figures tell us that the incidence of 
sickness as indicated by benefit claims had jumped 
during the period 41 per cent for men, 60 per cent 
for unmarried women, and 106 per cent for married 
women. 


Dr. Mongan: Have you any information, Dr. 
Tighe, as to how mortality rates have been affected? 

Dr. Tighe: Well, I know this, Dr. Mongan, that 
from 1913 to 1933, the mortality rates in England 
dropped less than 10 per cent, while in this coun- 
try, during the same period, these rates dropped 21 
per cent. 

Dr. Mongan: Dr. Tighe, have you any figures 
by which the number of days which the English 
workman loses from industry due to illness, may 
be compared with those lost by the American work- 
man for the same reason? 

Dr. Tighe: Yes, I have, Dr. Mongan. The Eng- 
lish workman loses ten days each year because of 
sickness, and the American workman six and one- 
half. 

Dr. Mongan: What about preventive medicine in 
England under Compulsory Sickness Insurance? 

Dr. Tighe: Well, Dr. Mongan, in England, the 
interest has been focused on those actually ill, and 
the emphasis has been largely away from preven- 
tive medicine as we know it in this country. 

Dr. Mongan: Dr. Tighe, are you able to tell us 
something about the amounts expended for poor 
relief in England under the insurance? You know 
it was expected that these amounts would be 
lessened. 

Dr. Tighe: These amounts have not been less- 
ened, but quite the contrary. They have continuous- 
ly increased, and within the last two years, the 
most extensive measures ever proposed in England, 
have been put into operation. 

Dr. Mongan: Dr. Tighe, if Compulsory Sickness 
Insurance has failed to realize its ideal in a country 
like England, with its homogenous make-up, would 
you expect even greater difficulties with such a sys- 
tem in the United States? 

Dr. Tighe: Yes, indeed, Dr. Mongan. The make- 
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up of our country is extremely heterogeneous. The 
traditions of the origin of our people are extremely 
variable. These traditions, in no small measure, 
still are the dominant influences in the home, and 
in the problems, such as sickness, which closely 
touch the home. Furthermore, Dr. Mongan, we are 
forty-eight small nations, each with its own difficul- 
ties and its own problems, and it would seem to me 
that it would be impossible for our Federal Govern- 
ment to formulate a Compulsory Sickness Insurance 
system that would meet the problems of all, since 
we well know that the problems of no two are 
alike. 


Dr. Mongan: Dr. Tighe, have you any informa- 
tion as to how insurance actuaries feel about Com- 
pulsory Sickness Insurance an_ insurance 
scheme? 

Dr. Tighe: My information and contacts make 
me feel that they do not think much of it as an 
insurance, because of the absence of certain factors 
which are elemental to good, sound insurance. First, 
our insurance laws are very insistent that sizable 
reserves be built up by any insurance scheme which 
is offered to the people. Compulsory Sickness In- 
surance makes no provision for such reserves. Sec- 
ondly, insurance men know that birth, old age, and 
death permit of fairly accurate determinations, They 
feel, however, that there are so many moral ele- 
ments which enter into the business of Compulsory 
Sickness Insurance as to preclude the possibility of 
sound actuarial guidance. 

Dr. Mongan: Dr. Begg, you are the Dean of the 
Medical Department of Boston University, and as 
such, have many contacts with young men and much 
to do with their training in medicine. What effect 
would Compulsory Sickness Insurance have on the 
type and quality of the man presenting himself to 
you for training in medicine? 

Dr. Begg: Today, only the finest intellects are 
able to meet the entrance requirements of Medical 
Schools. Under Compulsory Sickness Insurance, I 
am sure we would have to let the bars down con- 
siderably. This, of course, would lower the whole 
standard of American Medicine. 

Dr. Mongan: Dr. Begg, how high is the American 
standard of Medicine today? 

Dr. Begg: The highest in the world. 

Dr. Mongan: Do you think, Dr. Begg, that the 
prevalence of Compulsory Sickness Insurance in 
Europe explains in any way the tendency to lose 
its medical leadership to the United States? 

Dr. Begg: Yes, I do, because it is very difficult 
in any endeavor to maintain leadership when indi- 
vidual initiative is destroyed. 

Dr. Mongan: Dr. Begg, could you tell us whence, 
in your opinion, comes a great deal of the urge for 
Compulsory Sickness Insurance in this country? 

Dr. Begg: Well, Dr. Mongan, I think it came 
from the majority report of the Committee on the 
Costs of Medical Care, and later received a cer- 
tain acceleration from the depression. This is the 
committee that was financed by the social founda- 
tions and which spent close to a million and one- 


half dollars in its investigations. This committee 
found that there were ample facilities for medical 
care, but that these facilities were not available 
to all the people. 

Dr. Mongan: Can this majority report of the 
Committee on the Costs of Medical Care, in this 
conclusion which you have just mentioned, have 
been speaking of Massachusetts? 

Dr. Begg: No, Dr. Mongan, this committee in its 
investigations did not touch Massachusetts at all, 
and consequently cannot speak for Massachusetts. 

Dr. Mongan: Dr. Begg, may I ask you, as the 
Secretary of the Massachusetts Medical Society, a 
question. 


Dr. Begg: Yes, indeed, Dr. Mongan. 


Dr. Mongan: Is there a feeling in the Massachu- 
setts Medical Society that there may be needed 
some change in the way in which medical care is 
made available to the residents of Massachusetts? 

Dr. Begg: Yes, and in response to that feeling, 
the Massachusetts Medical Society has plans for a 
survey of medical conditions in certain key cities 
in Massachusetts. It is expected that this survey 
will demonstrate whatever difficulties there are, It 
is felt that when these studies are complete, the 
Society will be in an excellent position to sponsor 
whatever remedies are needed, and this the Mass- 
achusetts Medical Society is pledged to do. 


Dr. Mongan: We hear, Dr. Begg, much talk about 
the present high cost of sickness. Have you any 
ideas as to how these costs might be very material- 
iy reduced? 

Dr. Begg: I believe I have. In the first place, I 
think it is very pertinent, Dr. Mongan, to contrast 
these costs of illness, as they affect the physician, 
with the other common costs in American life. The 
average American family pays one hundred and 
fifty dollars for automobiles, sixty-seven dollars for 
tobacco, thirty-seven dollars for candy, thirty-four 
dollars for soft drinks and chewing gum, twenty- 
five dollars for radios, and twenty-four dollars an- 
nually to the doctor for its sickness care. The 
whole sickness bill, of course, is much larger, but 
it is larger because the American public has many 
mistaken ideas as to what constitutes good medical 
care. Let the public cease its demands that hospi- 
tals maintain elaborate hotel-like accommodations, 
which add nothing to the successful diagnosis and 
treatment of disease. Let the public cease its de- 
mands for special nursing care in its trivial com- 
plaints. Let the public divert to its legitimate sick- 
ness costs the $475,000,000 which it annually spends 
on quacks, cultists, and nostrums, and it will have 
gone a long way toward reducing its sickness bill 
to a minimum. 

Dr. Mongan: The proposed legislation of Com- 
pulsory Sickness Insurance brings into our social 
life a new and unusual element, an element which 
forecasts a lowering of professional standards and 
professional practice. If Compulsory Sickness In- 
surance is ever adopted in any State in the Union, 
it will mean lay or political domination of the Med- 
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ical Profession. The administrators of this law 
will be appointed by the Governor. 

In Massachusetts it would mean turning over the 
care of more than 1,500,000 people to a politically ap- 
pointed commission. The most intimate relationship 
of the sick person with his physician will no longer 
be a private matter but will inevitably become 4 
public matter. Generally speaking, the American 
people do not take kindly to compulsion. But the 
idea of compulsion in Compulsory Sickness Insur- 
ance does not include all the people, but only a cer- 
tain portion of the community who are labeled “A 
Low Income Group”. 

All compulsory legislation in Massachusetts, so 
far as I have been able to learn, is comprehensive 
and includes all the people. Compelling a certain 
portion of the community to obey a certain law is 
quite new and dangerous. 

If we look about we can observe how Governmen- 
tal supervision works in comparison with private 
enterprise. Government control is not so effective. 

Has the Massachusetts Medical Society anything 
to offer in the way of adequate care for the sick? 
In the first place no one has questioned until now, 
the adequacy of medical care in Massachusetts. No 
survey has ever been made, notwithstanding the 
fact that the invested capital in philanthropic in- 
stitutions established for the purpose of caring for 
the sick is $136,000,000. This statement does not 
include State Hospitals or certain City Hospitals in 
Massachusettts. In 1933 these philanthropic insti- 
tutions took care of 700,000 people, 300,000 of whom 
did not pay for their medical care. Massachusetts 
is not like any other state in the United States. It 
is feared by some students of social legislation that 
philanthropic hospitals could not be maintained at 
their present high efficiency if sickness insurance 
should prevail, and that inevitably these large in- 
stitutions would fall under the control of the State. 

In Massachusetts the per capita wealth is greater 
than that of any other state with the possible ex- 
ception of Connecticut. The per capita share of 
money deposited in the savings institutions of all 
kinds (this includes savings banks, coéperative 
banks, savings departments of trust companies, and 
national banks) is greater than that of any other 
state in the Union. Massachusetts is fast becoming 
a state of many and varied industries and our prob- 
lems are very different from those of other states. 
I also think that it will be admitted by most people 
that the private practice of medicine is more satis- 
factory for all citizens, than the governmental prac- 
tice of medicine would be for a part of the com- 
munity. The position of the Massachusetts Medi- 
cal Society can be stated as follows: It opposes gov- 
ernmental or lay domination of the care of the 
sick. It is at the present time making a survey of 
the adequacy of medical care available to Massachu- 
setts citizens. If it is found that medical service 
can be more adequately given, the Society pledges 
itself to do so, and the services will be those that 
will be best fitted to the social, financial, and eco- 
nomic condition of the citizens. 


Dr. Mongan closed with thanks to WNAC for its 
graciousness in permitting the use of its broadcast- 
ing facilities. 


RECOGNITION OF DR. HENRY A. CHRISTIAN’S 
BIRTHDAY 


At the regular Clinical Pathological conference 
held at the Peter Bent Brigham Hospital at noon on 
February 17, there was presented to Henry A. 
Christian, a volume of medical papers dedicated to 
him by his former students, colleagues and house 
Officers, as a token of affection on his sixtieth 
birthday. 

There was a large attendance and the presenta- 
tion was made by Professor Francis G. Blake of 
New Haven. Dr. Blake in his address treated the 
volume as a pathological specimen, exhibiting all 
the various phases of disease usually seen on a 
medical service. 

Dr. Christian in his reply emphasized his own 
happiness in his pupils and associates and amus- 
ingly noted that “in keeping with Brigham tradi- 
tion” the volume was issued on time. 

The volume contains 1,000 pages of papers cover- 
ing almost all phases of internal medicine and about 
equally divided between general articles, case re- 
ports and clinical and experimental research. The 
contributions are geographically distributed as well. 
About one-half the articles represent original re- 
search which will probably not appear elsewhere. 

The edition is a limited one and the few copies 
available may be obtained from Dr. Robert T. Mon- 
roe at the Peter Bent Brigham Hospital. 


FIRE DESTROYS THE EXECUTIVE BUILDING 
OF MIDDLESEX COLLEGE, WALTHAM 


The daily papers report that the executive build- 
ing of Middlesex College was destroyed by fire the 
night of February 18. 


THE ELECTION OF DR. EDWARD A. KNOWLTON 


At the annual meeting of the Federation of State 
Medical Boards, held at the Palmer House in Chi- 
cago on February 17, 1936, Dr. Edward A. Knowlton, 
of Holyoke, Massachusetts, and member of the Mass- 
achusetts Board of Registration in Medicine, was 
elected Vice President of the Federation for the 
ensuing year. 


THE MEDICAL HISTORY OF THE BLIZZARD 
OF 1888 


Dr. S. M. Strong of 42-33 Kissena Blvd. of Flush- 
ing, New York, is interested in compiling data relat- 
ing to the experiences of medical men in connection 
with the blizzard of 1888. 

He, with a number of friends, has organized a 
“business-like historic society’ which has been 
known as “The Blizzard Men of 1888”. The object 
of this organization is to collect individual accounts 
of experiences in connection with this storm which, 
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when compiled, will give a history of this catas- 
trophe. 

It is hoped that physicians will contribute an ac- 
count of unusual experiences at that time. Such 
recitals may be sent to Dr. Strong. 


CORRESPONDENCE 


A CRITICISM OF SENATE BILL 323 


February 10, 1936. 
Dr. Louisa Paine Tingley*, 
9 Massachusetts Avenue, 
Boston, Massachusetts. 


Dear Dr. Tingley: 

I wish to call to your attention Senate Bill 323 
concerning opticians and optometrists which might 
be of interest to you personally. There will be a 
hearing on the bill before the Commission on Public 
Health and Safety before it is submitted to the 
House or the Senate. 

The objectionable feature of this bill is that de- 
spite the fact that physicians are exempt from ex- 
amination they are, however, subject to such rules 
and regulations as the Board of Optometry may dic- 
tate. This board, composed of four optometrists and 
one optician, will thereby rule and regulate oculists 
in your state. 

An article in a recent issue of The Columbia 
Optometrist advocated that every refractionist and 
every oculist be obliged to pass the optometry exam- 
ination and an effort was being made to introduce 
such legislation in every state. 

I feel sure you will agree that continued en- 
croachments in our field as in other divisions of 
medicine have resulted in granting powers to dif- 
ferent cults,—a result not to the best interest of 
medical science or to that of the public. 

This letter is submitted for your information and 
I trust you will endeavor to defeat this phase of 
Bill 323 as it will assist us here in Connecticut if 
unsuccessful in your state. May I ask you to ac- 
quaint your fellow oculists with the situation? 

Sincerely yours, 
(Signed) Wma. F. REARDON, President, 
Eye, Ear, Nose and Throat Society 
of Hartford. 
750 Main Street, 
Hartford, Connecticut. 


*Submitted by Dr. Tingley. 


NOTICES 


BOSTON DISPENSARY 


25 Bennet Street, Boston 
Medical Conference Program 
9-10 A.M., March, 1936 
Tuesday, March 3—Bursitis. Dr. John D. Adams. 
Wednesday, March 4 — Multiple Myeioma. Dr. 
H. E. MacMahon. 


Thursday, March 5—Nephritic Clinic. 
Buck. 

Friday, March 6 — The Importance of Exact Diag- 
nosis in Joint Disease. Dr. Walter Bauer. 

Saturday, March 7—The Neuroses; Case Presen- 
tation. Dr. Joseph H. Pratt. 

Tuesday, March 10—Mistakes Made in the Diagno- 
sis and Treatment of Syphilis. (Continued.) Dr. 
F. M. Thurmon. 

Wednesday, March 11—Indications for Radiation 
Therapy. Dr. C. E. Dumas. 


Dr. R. W. 


Thursday, March 12—Gastrointestinal Clinic. Dr. 
K. S. Andrews. 
Friday, March 13-——-Lung Abscess. Dr. Frederick 


T. Lord. 

Saturday, March 14—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 17—Analysis of Case of Poliomyel- 
itis Seen on the District Service during the 1935 
Epidemic. Dr. Edith Robinson. 

Wednesday, March 18 — Quantitative Studies in 
Nasal Obstruction. Dr. H. J. Sternstein. 

Thursday, March 19—Social Service Case Presen- 
tation. Miss Edith R. Canterbury. 

Friday, March 20—Studies in the Interrelation of 
the Thyroid and Adrenal Glands. Dr. Elliott C. 
Cutler. 

Saturday, March 21—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 24 — X-Ray Demonstration. 
Alice Ettinger. 

Wednesday, March 25—Electrosurgery of the Ab- 
Gcomen. Dr. Lester Whitaker. 

Thursday, March 26—Blood Clinic. Dr. I. Olef. 

Friday, March 27 — Thyroid and Psyche. 
James H. Means. 

Saturday, March 28—Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Tuesday, March 31—Pediatric Case Presentation. 
Dr. Francis McDonald. 


Dr. 


Dr. 


MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL 


At 3:30 P.M. on Thursday, March 5, in the Amphi- 
theatre of the Peter Bent Brigham Hospital, Dr. 
C. Sidney Burwell, Dean of the Harvard Medical 
School, and Physician, Peter Bent Brigham Hospital, 
will give a medical clinic. To it are cordially in- 
vited practitioners and medical students. 

On Saturdays in the wards of the Peter Bent Brig- 
ham Hospital, from 10 to 12, staff rounds will be 
conducted. 


THE INTERNATIONAL CONGRESS 
OF PHYSICAL MEDICINE 


The International Congress of Physical Medicine 
will hold its next regular session in London, Eng- 
land, May 12-16, 1936. 

This Congress has a large membership represent- 
ing forty different countries. The coming session 
will be held under the patronage of the British Gov- 
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ernment. The program, which will be based on ad- 
vances in physical therapy technique particularly 
the scientific research developments, includes the 
following subjects for discussion: 


1. The physical and biological study of physical 
agents especially those which are of recent discov- 
ery and invention. 

2. The clinical and therapeutic indications of the 
different methods of physical treatment. 

3. An inquiry into the teaching of physical medi- 
cine in this country. 

The Congress will be in session for five days and 
a definite program of papers of general interest, 
which will be published in the near future, will be 
organized for discussion. 

The Congress has been subdivided into six sec- 
tions. 

a. Kinesitherapy. 

b. Physical Education. 

c. Hydrotherapy and Climatotherapy. 

d. Electrotherapy. 

e. Actinotherapy. 

f. Radiotherapy and Radium Therapy. 


At the morning sessions, addresses will be given 
on a subject of general interest to all members of 
the Congress. 

There will be an exhibition of electro-medical ap- 
paratus. 

Special discussions on physical culture for recrea- 
tion, remedial exercises in the treatment of the sick 
and on physical training have been organized. 

Other discussions will include (1) short wave high 
frequency electrical currents, (2) the production of 
pyrexia by physical methods and (3) sun bathing 
for the healthy and in the treatment of disease. 

Physicians interested in visiting this Congress are 
requested to communicate with Dr. William  D. 
McFee of Boston, who has been delegated to organ- 
ize the American contingent. 

WILLIAM D. McFEE, M.D., Vice-President, 
International Congress 
of Physical Medicine. 
41 Bay State Road, 
Boston, Massachusetts. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


Associate Public Health Engineer, $3,200 a Year 
Assistant Public Health Engineer, $2,600 a Year 
United States Public Health Service, 
Treasury Department 

Applications must be on file with the United 
States Civil Service Commission at Washington, 
D. C., not later than March 16, 1936. 

The United States Civil Service Commission an- 
nounces open competitive examinations for the po- 
sitions named above. Vacancies in these positions 
in the field and in positions requiring similar quali- 
fications will be filled from these examinations, un- 


less it is found in the interest of the service to fill 
any vacancy by reinstatement, transfer, or promo- 
tion. The salaries named above are subject to a 
deduction of 3% per cent toward a_ retirement 
annuity. 

Duties.—To supervise or perform research in pub- 
lic health engineering, to give advisory assistance 
to, and to aid in the organization of, State and local 
health departments, and to conduct general public 
health engineering activities. In the performance 
of these duties the maintenance of diplomatic su- 
pervisory and administrative relationships with 
health officials and with coédperative agencies is re- 
quired. 


REPORTS AND NOTICES 
OF MEETINGS 


GREATER BOSTON MEDICAL SOCIETY 


The Greater Boston Medical Society met Febru- 
ary 4, 1936, at the Beth Israel Hospital. Dr. Harry 
Linenthal, president of the society, presided, and 
introduced Dr. Richard Lewisohn of the Mount 
Sinai Hospital, New York City, who spoke on the 
topic: Recent Advances in the Surgical Treatment 
of Chronic Duodenal Ulcer. The subject of the 
proper surgical treatment of chronic duodenal ulcer 
has been extremely controversial since the introduc- 
tion of gastroenterostomy some fifty years ago. In 
1920 the operation of partial gastrectomy in the 
treatment of duodenal ulcer was introduced, and 
there has been increasing use of this method since 
that time. 

Some surgeons have maintained that every case 
of peptic ulcer should be treated with gastric resec- 
tion. This view is not generally endorsed, since the 
mortality from resections of very high gastric ulcers 
is nearly twenty per cent, a rate too high to justify 
the procedure. The vast majority of ulcers, how- 
ever, are in the distal portion of the stomach, or in 
the duodenum, and can be removed without undue 
danger. In the hands of an experienced surgeon 
the mortality from partial resection of the stomach 
in these latter cases is no higher than that from 
gastroenterostomy. 

Gastroenterostomy as a treatment for nonobstruct- 
ing duodenal ulcer is unsatisfactory for two reasons: 
First, it frequently fails to relieve ulcer symptoms, 
since the gastric contents are not sufficiently low- 
ered in acidity and continue to pass by way of the 
pylorus instead of by the gastroenterostomy stoma, 
thus continuing the irritation of the ulcer bed. Sec- 
ondly, 34 to 50 per cent of ulcer patients with gas- 
troenterostomy subsequently develop gastrojejunal 
ulcers, a very serious complication. Many gastro- 
jejunal ulcers require surgical treatment, a formid- 
able procedure which is associated with an exces- 
sively high mortality. 

If partial gastric resection is to supplant gastro- 
enterostomy, it must fulfil two requirements: The 
mortality of the operation must not be higher than 
that of gastroenterostomy, and the incidence of re- 
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gastroenterostomy. In two series of cases reported 
from the Mount Sinai Hospital the mortality from 
partial gastrectomy was but 1.5 per cent, as com- 
pared with the 2 to 3 per cent mortality from gas- 
troenterostomy. Thirty-four per cent of the gastro- 
enterostomy cases at the same hospital developed 
gastrojejunal ulcers within five years after the 
operation. In contrast, but seven per cent of a Se- 
ries of eighty-two cases of gastric resection sui- 
fered recurrent ulcers. Since these two series of 
results were obtained by the same surgeons and in 
the same hospital they may be considered reliable 
for comparison, and show a distinct advantage ot 
partial gastrectomy over gastroenterostomy. 

Gastric resection should be extensive enough to 
produce a marked lowering in the gastric acidity, 
and in 66 per cent of Dr. Lewisohn’s cases com- 
plete anacidity was produced. Pylorectomy does 
not produce a significant lowering of the gastric 
acidity of a degree sufficient to give any better re- 
sults than those obtained from gastroenterostomy. 
Ulcers should not be excised locally, since the scar- 
ring and contraction following such a procedure in- 
terfere with peristalsis and lead to difficulties. 

The results from partial gastric resection for 
chronic duodenal ulcer are extremely gratifying, 
and the great majority of patients are restored to 
complete health following recovery from the opera- 
tion. 

Dr. Arthur W. Allen in discussing the paper agreed 
with Dr. Lewisohn in believing partial gastrectomy 
to be the operation of choice in the surgical treat- 
ment of nonobstructing duodenal ulcer. Gastro- 
enterostomy has not been successful in relieving the 
symptoms of duodenal ulcer. Particularly is this 
true in the cases which bleed profusely years after 
the performance of gastroenterostomy. A _ recent 
analysis of the cases at the Massachusetts General 
Hospital showed but a five per cent incidence of 
jejunal ulcer following gastroenterostomy. 

Gastroenterostomy still has a place in the treat- 
ment of elderly individuals with marked scar tissue 
contraction at the pylorus (which not infrequently 
follows prolonged medical treatment). Obstruction 
ig relieved, and there is rarely an occurrence of 
gastrojejunal ulcer in these cases. 

Dr. Charles G. Mixter stated that surgical treat- 
ment was but an incident in the course of the dis- 
ease of duodenal ulcer, although the resection of a 
sufficient amount of stomach to cause gastric anacidi- 
ty may effect a cure in many instances. 


STAFF MEETING OF THE ST. ELIZABETH’S 
HOSPITAL 


On January 3 at the staff meeting of the St. 
Elizabeth’s Hospital, Dr. John A. Kolmer, Professor 
of Medicine at Temple University School of Med- 
icine, and director of research at the Institute of 
Cutaneous Medicine, spoke on “Infection, Immunity, 
and Vaccination in Infantile Paralysis.” Dr. Joseph 
Stanton, chief of staff of the hospital, presided. 


anterior poliomyelitis” is preferable to “infantile 
paralysis’, since the disease is not confined to 
children or infants, and only a small percentage 
ot cases develop paralyses. 


The majority of investigators think that a 
fillrable virus is the etiological agent of the dis- 
ease, although Dr. E. C. Rosenow of the Mayo 
Clinic believes that certain strains of streptococci 
are the responsible pathogens. Although §strep- 
tococci can be recovered from a large percentage of 
the cords of fatal cases of the disease, Dr. Kolmer 
believes that they are secondary and terminal in- 
vaders. The virus has never been cultured on life- 
less media, although it has recently been propagated 
through six generations on tissue cultures, 
suggesting the possibility of an improvement of 
the vaccine. The fact that poliomyelitis is a virus 
disease suggests that it may be successfully vac- 
cinated against, since most virus diseases produce 
lasting immunity by one infection. 


The virus usually enters the body by way of 
the nose and upper respiratory tract, although 
certain milk-borne epidemics have suggested that 
entry may occur through ingestion and invasion 
of the gastrointestinal tract. Experimentally it 
has been impossible to infect the macacus rhesus 
monkey by feeding the virus, although there is 
some evidence that other species of monkeys may 
be infected in this manner. 


thus 


The mode of transmission of the disease still 
remains a mystery, although Dr. Kolmer believes 
it to be carried by normal immune adults, and not 
by children. If this is true, the prevention of the 
congregation of children during epidemics is not 
so important as prevention of the assembling of 
adults. The seasonal incidence of poliomyelitis 
is at its peak between the months of May and 
August, suggesting that an insect vector may be of 
importance in its conveyance. There is no pos- 
itive proof of this supposition, however. 


The incidence of the paralytic type of polio- 
myelitis is very low, and it is now believed that 
the disease is widespread and that most cases re- 
cover without paralyses. Prevention of the disease 
becomes of prime importance, when the marked 
rise in the incidence of paralytic and fatal cases 
occurring during epidemics is considered. 

Immunity is usually conferred by one attack of 
the disease, although some fifteen cases which have 
developed a second attack are reported. The only 
antibody discovered is known as a “neutralizing 
antibody”. When active poliomyelitis virus is mixed 
with blood serum containing this antibody, incu- 
bated, and subsequently injected into the brain of 
a monkey, it fails to produce the disease, since its 
activity is apparently neutralized by the said anti- 
body. This method is the only means at present 
known which enables the determination of the 
presence or absence of the neutralizing antibody in 
the blood stream. Due to the fact that the macacus 
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rhesus monkey is the only animal known to be 
susceptible to poliomyelitis, it must be used for 
this test, which makes the determination of im- 
munity and susceptibility an extremely costly mat- 
ter. Other methods such as complement fixation, 
precipitin reactions, colloidal gold reactions, and 
skin tests have all failed, however. 


Tests for this neutralizing antibody have shown 
that about eighty per cent of newborn children 
have passively acquired it by transplacental pas- 
sage from the mother, and that this passive pro- 
tection has completely disappeared by the end of 
the first year of life. Of children one to four 
years of age, fifty-eight to one hundred per cent 
(depending upon whether determinations are made 
upon city or rural populations) have been found 
to be without the antibody, and therefore sus- 
ceptible to the disease. Between the ages of five 
and fourteen years, forty-six per cent of individuals 
are without the antibody, but after the age of 
fifteen years only twenty-five per cent of the pop- 
ulation fail to show protection. These results in- 
dicate that the majority of persons contract the 
disease during childhood, and recover without re- 
sidual paralyses. 


Of 126 cases recovering from paralyzing attacks 
of poliomyelitis, 34.9 per cent failed to possess the 
neutralizing antibody in their blood serum. It is, 
therefore, assumed to be possible to have immunity 
to the disease without the presence of the anti- 
body in the blood stream, suggesting that the true 
immunity is a tissue immunity and that the pres- 
ence of antibody in the blood stream is merely a 
reflection of this more fundamental mechanism. 
Dr. E. W. Schultz of Stanford University Medical 
School has reported instances of monkeys which 
developed the acute infection in spite of the pres- 
ence of the antibody in the blood stream. This 
report threatens many of the beliefs and hypotheses 
held relative to the disease, and requires investi- 
gation. 


Vaccination against poliomyelitis has been the 
subject of a vast amount of investigative work. 
In 1910 Flexner found that subcutaneous injections 
of poliomyelitis virus into monkeys produced im- 
munity to subsequent intracerebral virus injec- 
tions. Some of these animals developed paralyses 
before immunity was acquired, however, and the 
method was deemed too dangerous to be applied to 
human beings. 

It is impossible to produce immunity to a virus 
disease with a vaccine of dead or attenuated virus. 
(Rabies vaccination may be a possible exception.) 
Dr. Kolmer has developed a vaccine by treating 
the poliomyelitis virus with sodium ricinoleate. 
Such vaccine contains active virus, as determined 
by intracerebral inoculations in monkeys. The 
vaccine is administered subcutaneously three 
divided doses at weekly intervals. 

Of forty-two monkeys so vaccinated, ninety per 
cent developed immunity as determined by sub- 


in 


sequent intracerebral injections of active virus. Only 
one of these animals developed a paralysis, which, 
however, was very mild. Of a control group of 
forty-two animals injected subcutaneously with 
untreated virus, two developed paralyses. 

It is possible that the virus used in experi- 
mentation, and in the production of the vaccine, 
has been attenuated for human beings by its long 
series of passages through monkeys. 


Dr. Kolmer first utilized his method of vaccina- 
tion on himself and members of his family. No 
ill-results were experienced and he injected a 
series of twenty-seven cases, determining production 
of immunity by means of the virus neutralizing test. 
Eighty-four per cent of the cases showed presence 
of the antibody in the blood stream following vac- 
cination. Repetition of the tests one year later 
demonstrated persistence of the antibody in eighty 
per cent of the cases. Except for mild local re- 
actions, none of the twenty-seven cases developed 
ill-results from the vaccination. 

Between April and October of 1935, 10,725 children 
were vaccinated with ricinoleated vaccine. Nine 
per cent of these showed mild local reactions; one 
to two per cent developed mild constitutional reac- 
tions with fever and vomiting. Twenty-six cases de- 
veloped abscesses at the site of injection. These 
abscesses were due to the use of contaminated lots 
of vaccine, an eventuality guarded against in the 
future by the addition of one part in eighty 
thousand of mercuric nitrite to the vaccine at 
the time of preparation. There have been no 
allergic manifestations, no cases of myeloencephal- 
opathy, or of lymphocytic chorio-meningitis in any 
of the patients vaccinated. 

Nine of the children vaccinated developed para- 
lyzing attacks of poliomyelitis during the course of 
injections. These misfortunes have caused doubt 
on the part of some workers as to the safety of 
the vaccine. All these cases developed between 
the eighth and fourteenth days after the first in- 
jection; some had received two injections, but none 
had been given the third. Dr. Kolmer believes that 
these cases were due to infection contracted before 
the vaccination, and that they were in the incu- 
bation period of the disease when vaccina- 
tion was begun. It is possible that the administra- 
tion of the vaccine to children in the incubation stage 
of the disease may increase the severity of the 
attack, due to the production of a transient so- 
called ‘“‘negative phase” of immunity. He does not 
believe infection was caused by the vaccine. 

Investigations are at present directed toward 
transmission of the disease to animals other than 
the monkey; in developing a more acceptable test 
of susceptibility than that in use at present; and 
in determining the efficiency and safety of vaccina- 
tion with ricinoleated vaccine. 

Dr. W. Lloyd Aycock, in discussing the paper, 
stated that neutralization of poliomyelitis virus 
by blood serum is an indication of previous ex- 
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posure to the disease, and shows some degree of 
immunity. Neutralizing substances can be induced 
in the blood stream by a series of subcutaneous 
injections of active virus, but this does not neces- 
sarily produce complete immunity to intracerebral or 
intranasal injection of the virus. Only sixteen per 
cent of monkeys receiving large subcutaneous in- 
jections of active virus develop the disease. 


Dr. Aycock questioned the value and safety of 
human vaccination against poliomyelitis. Determina- 
tions of virus neutralizing substances in the blood 
serum before and after vaccination have failed 
to show any great value in vaccination. Of a 
series of twenty-eight cases, forty-three per cent 
possessed neutralizing antibodies in the blood before, 
and seventy-three per cent following, vaccination. 
In the control group of thirty-six cases, forty-one 
per cent possessed the antibody before, and sixty- 
seven per cent after, the elapse of a period of time 
identical to that between tests in the first group. 
It is thus seen that there is only a two per cent ad- 
vantage to vaccination, a very small one, especially 
when the danger of the process is considered. 

In discussing the cases of poliomyelitis develop- 
ing after vaccination, Dr. Aycock pointed out that 
the incubation period of the disease in the monkey is 
usually seven to fourteen days. The human cases 
appeared between the sixth and fourteenth days 
following the vaccine injections. It is more prob- 
able that the injections caused the infections than 
that they were contracted prior to the vaccina- 
tions. Modification of the virus results only in pro- 
longing the incubation period, and does not alter 
the severity of the disease. 


The incidence of poliomyelitis in the United 
States is one case per thousand population. Ap- 
proximately twenty thousand children have been 
vaccinated with ricinoleated virus to date, and at 
least fifty per cent of these have previously ac- 
quired immunity as indicated by the virus neutraliza- 
tion test. Thus ten thousand susceptible children 
have been vaccinated. Of this group twelve have 
developed the disease after vaccination. The in- 
cidence of postvaccinal infection is thus seen to be 
higher than the usually observed rate in unvaccinated 
children. 


The prevention of poliomyelitis depends upon 
the development of a safer and better method of 
vaccination, and upon perfection of some method 
of determining susceptibility to the infection. 


Dr. Hans Zinsser emphasized the fact that there 
is no evidence that immunity can be produced by 
the- inoculations of small amounts of dead virus. It 
is possible that attenuated virus may produce im- 
munity, but attenuation is difficult to achieve and, 
more particularly, to control. In his own work in 
herpes immunity, which is closely analogous to polio- 
myelitis, it was shown that the development of im- 
munity followed only when some sort of reaction to 
living virus was evident. In poliomyelitis, evi- 
dence available from animal inoculation seems to 


show that even with living virus it requires a 
large number of injections into or under the skin 
to produce a protection against subsequent intra- 
nasal instillations. The mere fact that a large 
majority of individuals subcutaneously injected with 
a poliomyelitis preparation do not develop the 
disease means relatively little, since we know 
that in the analogous problem of rabies immuniza- 
tion only a small percentage of susceptible animals 
will come down, even when large amounts of living 
virus are subcutaneously administered. 

The incidence of poliomyelitis following the in- 
jection of Dr. Kolmer’s vaccine is low, but this may 
not be because the virus is modified by ricinoleate, 
but because it is difficult to produce poliomyelitis 
by the subcutaneous route. Dr. Zinsser does not 
believe that living poliomyelitis virus should be 
injected subcutaneously into children, even though 
it is known that this but rarely causes the disease 
and may cause immunity. He believes that lines 
of investigation thoroughly worked out in a pre- 
liminary way on animals should follow those of 
serovaccination, and increased efforts at tissue 
culture, so that higher concentrations of virus may 
eventually be obtained, thus making immunization 
with dead virus a possible prospect. 

Dr. John F. Casey told of vaccinating himself and 
his children with Dr. Kolmer’s vaccine, and of his 
belief in its safety. The cases developing the dis- 
ease following vaccination occurred in communi- 
ties in which the incidence of poliomyelitis was 
much higher than the usual one per thousand, 
which causes doubt as to the responsibility of the 
inoculations for the development of the disease. 


REPORT OF COMMITTEE ON VACCINATIONS, 
IMMUNIZATIONS AND EXAMINATIONS OF 
WELL BABIES AND PRESCHOOL CHILDREN 


A meeting of the committees from the Middlesex 
South, Suffolk and Norfolk District Medical Societies, 
in regard to the organization of the medical profes- 
sion in Boston to furnish immunization against diph- 
theria, and vaccination, to the public at a fee com- 
mensurate with the individual’s ability to pay, was 
held at the rooms of the Massachusetts Medical 
Society on Wednesday, December 4, 1935, at 4:00 
P.M. 

The following committee members were present: 

Middlesex South District—Dr. John F. Casey, Dr. 
Leo G. Rondeau, and Dr. Wilfred G. Grandison. 

Suffolk District—Dr. Channing Frothingham and 
Dr. John J. Todd. 

Norfolk District—Dr. Henry Landesman, Dr. David 
L. Lionberger and Dr. John B. Hall. 

In addition to the committee members Dr. Sumner 
H. Remick, President of Middlesex South: Dr. 
Robert L. DeNormandie, President of Suffolk; Dr. 
Leighton F. Johnson, President and Dr. Frank S. 
Cruickshank, Secretary of the Norfolk District Med- 
ical Society were present. 

It was the unanimous opinion that doctors should 
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organize to offer immunization to patients at a 
rate distinctly lower than the usual office visit. It 
was left to the individual physician to decide 
whether this work will be done on a specified day, 
or by appointment or in his regular office hour. 

After considerable discussion in regard to what 
the fee should be for this work, it was voted that 
toxoid prepared by the Massachusetts Department of 
Health and given to the doctors free of charge, 
requiring three doses at intervals of three weeks, 
should be given at not over $1.00 a visit. 

It was next voted that the toxin-antitoxin mix- 
ture made and distributed by the Massachusetts 
Department of Health, which requires three doses 
at intervals of one week, should be given at not 
over $1.00 a visit. 

Attention was called to the fact that the State 
Department of Health recommends that the toxoid 
be given to children under twelve years of age 
and the antitoxin mixture to people over twelve 
years of age. 

It was voted that the Schick test would be done 
when desired, either to test natural immunity or 
artificially produced immunity for the sum of not 
over $1.00. 

It was voted to recommend that each district 
society circularize its members promptly in order to 
make up lists of physicians in Boston who are willing 
to do this work at this price and to designate on 
these lists under what circumstances the physicians 
are willing to do this work. Furthermore, these lists 
should be available to health officers and others 
who endeavor to guide the public toward this im- 
munization. . 

Dr. Landesman then called the attention of the 
meeting to the fact that the committee from the Nor- 
folk District was authorized to make provision for 
vaccination against smallpox, well baby examinations 
and other preventive measure procedures at special 
rates or otherwise as the case might be. 

The committee from Suffolk District was auth- 
orized only to suggest a plan respecting immuniza- 
tion against diphtheria. 

The committee from Middlesex South District 
was somewhat uncertain in regard to just how 
extensive its powers were. 


Therefore, it was decided informally to have the 
Committee from Suffolk District consider request- 
ing the Suffolk District Medical Society to extend 
its field of activity, and for the Committee from Mid- 
dlesex South to find out just how extensive its ac- 
tivity is. This was done at a Suffolk District meet- 
ing and the action of the committee was accepted and 
adopted in full. 


It was then voted to ask Dr. Charles F. Wilinsky, 
the Deputy Commissioner of Health of the City of 
Boston, and Dr. James A. Keenan,* the Director of 
School Hygiene of Boston, to meet with these three 
committees in order to discuss plans for informing 
the public in regard to the opportunities for im- 


munization against diphtheria, and vaccination, etc., 
that were decided upon at this meeting. 
H. M. LANDESMAN, M.D., Chairman, 
JoHN B. HALL, M.D., 
D. L. Lionpercer, M.D. 


The second meeting of the committees represent- 
ing the Middlesex South, Norfolk and Suffolk 
District Medical Societies in regard to the organiza- 
tion of the medical profession in Boston to furnish 
immunization against diphtheria to the public at 
a fee commensurate with the individual’s ability to 
pay, was held at the rooms of the Massachusetts 
Medical Society on Wednesday afternoon, December 
11, 1935, at 4:00 P.M. All nine members were 
present. In addition Dr. Charles F. Wilinsky, Deputy 
Health Commissioner, representing the Department 
of Health of the City of Boston, and Dr. James A. 
Keenan,* Director of School Hygiene of Boston, rep- 
resenting the public school children, were present. 

The program adopted at the first meeting of these 
three committees, on December 4, was read. 

The object of this meeting was to discuss with 
the two public health officers a practical method of 
letting the public know what offers the medical pro- 
fession of Boston is making in regard to doing this 
work at a reasonable figure. A considerable discus- 
sion followed, and it was finally decided to endeavor 
to contact the public from the point of view of 
immunization at two periods of a child’s life, 
the first contact to be made through the Department 
of Health during the first year of life, and the 
second to be made when the children start in the 
public or parochial schools. 

In regard to the first contact it was voted to 
have Dr. Frothingham and Dr. Wilinsky prepare a 
statement to be sent by the Department of Health 
to the parents of each new-born child in the City 
of Boston and the contents of this circular to be 
explained to the parents when the nurse of the De- 
partment of Health makes the visit, which she does, 
to the parents of every new-born child with a few 
exceptions in the more well-to-do districts. This 
circular is to contain a statement respecting the 
value of immunization, the desirability of having this 
immunization done by the family physician 
and an explanation that it can be done within 
reasonable fees. This circular, to be prepared by 
Dr. Wilinsky and Dr. Frothingham, is also to be 
available for distribution by physicians, lying-in 
hospitals and other agencies which come in con- 
tact with the new-born. 

For the second point of contact a similar circular 
is to be prepared which will be furnished the 
parents of children as they enter the public or 
parochial schools. These circulars will also be 
distributed and explained by the school nurses and 
others interested in this work. 

It is hoped that this new program will result in 
more of the people having this work done by 
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their family doctors, and it was again emphasized 
how important it is for the family doctors to be 
prepared to do this work in accordance with the 
program adopted at the last meeting. 

Although the District Societies will have a list 
of those members who are willing to do this work 
at the agreed fee, it is felt that the nurses should 
not use these lists but should explain to the 
parents that the family doctor will undoubtedly 
do this at a reasonable fee and explain also to 
the parents that if their particular family doctor 
does not wish to supply this they ought to be able 
to obtain from him the name of some colleague 
who will. If the parents cannot obtain a name 
in this way, they should then be referred to the 
Secretary of the District Society for the name of 
some practitioner who will do this work. 

H. M. LANDESMAN, M.D., Chairman, 
JoHN B. Hai, M.D., 
D. L. LionperGer, M.D. 


SOUTHERN MIDDLESEX HEALTH ASSOCIATION 


At the annual meeting of this association held 
January 21, the following officers were elected for 
the ensuing year: President, Dr. Carl MacCorison; 
First Vice-President, Miss Josephine B. Colt; Sec- 
ond Vice-President, Dr. Wallace J. Nichols; Secre- 
tary, Mrs. Claude E. Patch; Treasurer, Edward P. 
Furber; Assistant Treasurer, J. O. Matthews; Chair- 
man of the Finance Committee, Allister F. Mac- 
Dougall; Chairman of the Camp Committee, Dr. 
Charles W. McPherson; Chairman of the Seal Sale 
Committee, Mrs. Elisha Fowler. 


MASSACHUSETTS EYE AND EAR INFIRMARY 


Reports submitted at the Annual Meeting of the 
Massachusetts Eye and Ear Infirmary, February 10, 
were that 103,809 visits were made in the out-pa- 
tient clinic, 43,791 patient days in the public wards 
and 10,226 patient days in private wards. 

The following officers were reélected: President, 
Russell G. Fessenden; Treasurer, James Dean; Sec- 
retary, James C. Howe; Board of Managers, George 
P. Gardner, William C. Endicott, Charles P. Curtis, 
Robert H. Stevenson, Leverett Saltonstall, Walter H. 
Trumbull, Frank G. Allen, Robert F. Bradford, Wil- 
liam A. Parker, Russell G. Fessenden, James Dean 
and James C. Howe. 

The two members of the board representing the 
State are William Claflin and P. A. O’Connell, who 
were recently reappointed by Governor Curley. 


HARVARD MEDICAL SOCIETY 
The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, March 10, at 8:15 P.M. 
PROGRAM 
Presentation of Cases. 


Down the Lymphatics with Camera and Cannula. 
By Dr. John Homans. 


Medical students and physicians are cordially in- 
vited to attend. 


MARSHALL N, Furton, M.D., Secretary. 


FAULKNER HOSPITAL CLINICAL MEETING 


The next meeting will be held on Thursday, 
March 5, at 5:00 P.M. In addition to the usual clini- 
cal pathological conference, Dr. Richard C. Eley will 
talk on “Clinical Applications of Extracts Obtained 
irom the Human Placenta.” 


All physicians are invited. 


GREATER BOSTON MEDICAL SOCIETY 


The Annual Postgraduate Clinic Day and Dinner 
Dance of the Greater Boston Medical Society will 
take place on Wednesday, March 4; the Postgradu- 
ate Clinic Day at the Beth Israel Hospital and the 
Dinner Dance at the Hotel Statler, Boston. 


POSTPONED MEETING OF THE BOSTON 
MEDICAL HISTORY CLUB 


8 Fenway, Boston 


Monday, March 2, 1936, at 8:15 P.M., at the Boston 
Medical Library. 


“Domenico Cotugno — His Description of the 
Cerebrospinal Fluid.” Henry R. Viets, M.D. 


BENJAMIN SPECTOR, M.D., Secretary. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 
CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, MARCH 2, 1936 
Monday, March 2— 


8:15 P.M. Postponed meeting of the Boston Medical 
ay Club. Boston Medical Library, 8 Fenway, 
oston. 


Tuesday, March 3— 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Bursitis. Dr. John D. Adams. 
2:30 P.M. Pediatric ane Visit. Massachusetts Eye 


and Ear Infirmary 
Wednesday, -March 4— 


Greater Boston Medical Society Postgraduate Clinic 
Day, Beth Israel Hospital. Dinner Dance, Hotel 
Statler, Boston. 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Multiple Myeloma. Dr. H. E. Ma eMahon. 
712 fice Pathological Conference. Children’s 
osp 
Thursday, 5— 


*8:30-9:30 A.M. Clinic, Surgical Staff of the Peter 
Bent Brigham Hospital, at the Peter Bent Brig- 
ham Hospital. 


*9-10 A.M. Boston Dispensary, 
Boston. Nephritic Clinic. Dr. 


*3:30 P.M. Medical Clinic at the Peter Bent Brigham 
Hospital. 


*5 P.M. Faulkner Hospital Clinical Meeting. 
Friday, March 6— 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Early Diagnosis of Brain Tumor. Dr. 
Gilbert Horrax. 

Saturday, March 7— 
*9-10 A.M. Boston Dispensary, 


25 Bennet Street, 
Boston. The rane, Case Presentation. Dr. 
Joseph H. Pra 


*1)- at the Peter Bent Brigham Hos- 
pita 


25 Bennet Street, 
R. W. Buck. 


*Open to the medical professio 
tOpen to Fellows of the Tccsnsbiesctie Medical Society. 
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March 8— 
4 P.M. Free Public Lecture, Harvard Medical School, 
w Longwood Avenue. Vitamins. Dr. 


B. C 
February 27—Massachusetts General Hospital, Clinical 
Meeting of Staff at 8:15 P.M. 
February 27—Clover Hill Hospital, Medical Meeting, 
161 Berkeley Street, Lawrence, at 9 P.M. 


February 27, 28, 29—New England Hospital Association, 
Hotel Statler, Boston. 

March 2—Postponed meeting of the Boston Medical 
History Club. See page 449. 

March 2-6—The American College of Physicians. 
page $1, issue of January 9. 

March 3-31—Boston ao Medical Conference Pro- 
gram. See page 4 

March 4—Greater Boston Medical Society. See page 449. 

March 5—Medical Clinic, Peter Bent Brigham Hospital. 
See page 448. 

March 5—Faulkner Hospital Clinical Meeting. 
page 449. 


See 


See 


March 6—American Society for the Control of Cancer. 
See same 398, issue of February 20. 

March 10—Harvard Medical pockeny. See page 449. 

March 13—William Harvey Society, Beth Israel Hospital, 
Boston, at 8 P.M. 

Springfield Medical Association, 

the Springfield Academy of Medicine, 
20 Maple Street. The Development of Surgical Practice 
in Springfield. Dr. John M. Birnie. 

April 20-24—A Postgraduate Institute in Philadelphia. 
See —o 224, issue of January 30. 
12-16—The International Congress of Physical Med- 
page 443. 

5-19—The Executive Board of the Catholic Hos- 

pital "Association will meet at the Fifth Regiment Armory, 

altimore, 

June 16- pare 28—Summer Geers in Bacteriology. See 
page 385, issue of February 20 

September, 1936 — First International Conference on 
Ae Therapy. See page 1325, issue of December 26, 


icine. 


October 19-23—Clinical Congress of the American Col- 
lege of Surgeons. See page 180, issue of January 23. 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


March 4—Wednesday. Lynn Hospital. Clinic 5 P.M. 
Dinner 7 P.M. Speaker: Dr. Timothy Leary. Subject: 
Arteriosclerosis. 

oor ril 1—Wednesday. Essex Sanatorium, Middleton. 
Clinic 5 P.M. Dinner 7 P.M. Speaker: Dr. Richard H. 
Overholt of the Lahey Clinic. Subject: Chest Surgery. 

May 7—Thursday. Censors’ Meeting. 

May 13—Wednesday. Annual Meeting. Salem Country 
Club. Dinner at 7 P.M. Speaker: Dr. Paul White. Sub- 
ject to be announced later. 

R. E. STONE, M.D., Secretary. 

88 Lothrop Boulevard, Beverly. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


Meetings are held on the second Tuesdays of March 
and May at the Weldon Hotel, Greenfield, at 11 A.M. 


CHARLES MOLINE, M.D., Secretary. 
Sunderland. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


moctinge to be held at the Bear Hill Golf Club, Stone- 
ham, at 12:15 P.M. 
Ma May 6. 

K. L. ACL ACHLAN, 
1 Bellevue Avenue, Melrose 


NORFOLK DISTRICT MEDICAL SOCIETY 


March 31—Hotel Kenmore, at 8 P.M. Dr. Benedict F. 
Boland—Cauterization of the Cervix Uteri Using Various 
Electrical Methods. Illustrated with lantern slides 

May—Annual Meeting. (Place, date and subject to be 
announced.) 

The censors meet for the examination of candidates: 
May 7, 1936; November 5, 1936. 

FRANK S. CRUICKSHANK, M.D., Secretary. 
1236 Beacon ‘Street, Brookline. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
March 19—Plymouth County Sanatorium, South Han- 
on. 

April 16—Brockton Hospital. 
May 21—Lakeville State Sanatorium. 


G. MOORE, M.D., Secretary. 
167 Newbury Street, 


M.D., Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


March 18—Meeting at the Boston ~ Library. 
The Laboratory and Cli Dr. 
V. Bock and Dr. David B. Dill. Discussion: Dr. 
Donald J. MacPherson and Dr. Augustus Thorndike, Jr. 

April 29—Annual Meeting at the Boston Medical Library. 
The Treatment of Septicaemia, Dr. Cha amp Lyons. The 
Pleurality of Scarlatinal Streptococcus Toxin, Dr. San- 
ford B. Hooker. Discussion: Dr. Hans Zinsser. 


The — profession is cordially invited to attend 
these meeting 


CHARLES C. LUND, M.D., Secre “i 


WORCESTER DISTRICT MEDICAL SOCIETY 

March 11—Wednesday evening. Memorial Hos ital, 
Worcester, Mass. Dinner and scientific program . 

April 8—Wednesday evening. Hahnemann Hospital, 
Worcester, Mass. inner and program. Sub- 
jects of program to be announced lat 

May 13—Wednesday afternoon nog ‘evening. 
Meeting of Society. Time, place and details of program 
to be announced in an April issue of the Journal. 

ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


Annual 


BOOK REVIEWS 


The Pathology of Internal Diseases. Second Edi- 
tion. William Boyd. 904 pp. Philadelphia: Lea & 
Febiger. $10.00. 


The second edition of this presentation of path- 
ology from the clinical angle, particularly the med- 
ical, will continue the well-deserved popularity of 
the first edition. Written in Boyd’s lucid and pleas- 
ant style, well-illustrated and adequately supplied 
with references, it serves as a thoroughly satisfac- 
tory reference book for the practitioner. The dis- 
eases are considered in relation to the organ in- 
volved and an excellent correlation of pathology 
and symptomatology is given. The section on 
rheumatic fever is excellent although the reviewer 
feels that the discussion of etiology should be more 
adequate, and Rinehart’s work on the supposed re- 
lationship of scurvy to rheumatic fever perhaps is 
given more prominence than it deserves. The dis- 
cussion of pulmonary tuberculosis is very clear and 
satisfactory. The discussion of liver pathology is 
particularly well presented. Under the thyroid, the 
presentation of Riedel’s struma is not balanced by 
its more important counterpart, the struma lympho- 
matosa. The section on the etiology of Hodgkin’s 
disease is clear and fairly presents the different 
viewpoints. 

These scattered notes hardly indicate the high 
standard of excellence maintained in the whole 
volume. 


The Medical Record Visiting List for 1936. Pub- 
lished by William Wood & Company in three sizes, 
$1.75 to $2.50 each. 


This little volume, published annually, has been 
revised to supply information relating to emergen- 
cies, and contains sections for recording special 
treatments. It is especially adapted to keeping the 
physician’s financial daily records. 


i 


